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Background: Young Black and Hispanic women living in metropolitan areas in the 
United States are at a disproportionately high risk for contracting HIV/AIDS; the reasons 
for this disparity are inadequately explained by research. A recent study reported that 
African American and Hispanic females represent approximately one-fourth of all U.S. 
women, yet account for more than three-fourths (79%) of reported AIDS cases among 
women in the United States (Centers for Disease Control and Prevention Surveillance 
Report, 2002). Moreover, while the epidemic is alarming and especially pronounced 
among Black and Hispanic female adolescents and young adults, most of what we know 
about the illness among young people is based on cross-sectional or longitudinal survey 
data of high-risk adolescents that are typically not female, but rather gay and bisexual 
males (up to17%; Rotheram-Borus et al., 2003); injecting drug users (up to 40%) 
(National Institute on Drug Abuse 1995); and homeless youth (up to 4%) (Stricof, 
Kennedy, Nattell, Weisfuse, & Novick, 1991). Only a small number of investigations 
have examined the significant challenges that HIV poses for young women who test 
positive as they contend with “normal” issues of adolescent development while managing 
their HIV disease. Accordingly, this exploratory study developed a conceptual framework 
that integrated multiple disciplines and theoretical concepts pertinent to HIV risk in this 
population including identity and identity development; family structure and life chances; 
and theories that describe the influence of social structures on human behavior.   
 
Method: This study was based on semi-structured in-depth interview data previously 
collected from 26 young Black and Latina women (16-24) in the New York City 
metropolitan area. The methodology involved qualitative analysis of secondary data 
using an inductive, modified grounded theory approach. Analyses were conducted in two 
phases. During the first phase, the constant comparative method was employed; open 
coding followed by structured coding allowed a theoretical pattern to emerge from the 
data. During the second phase of the analysis, each of the 26 interviews was interpreted 
based on the theoretical pattern that emerged. Common patterns and processes were 
identified that supported the interrelationships between constructs posited by the 
conceptual framework. An alternative identity framework emerged that, through explicit 
consideration of personal and social factors, contextualized the HIV Identity and 
Vocational Identity development processes in this population. 
 
Findings:  A typology of identity development emerged from the analysis of the data, 
yielding four identity types: Immersers, Withdrawers, Boot-Strappers, and Suspenders. 
These four identity types were categorized by the socioeconomic and socio-emotional 
resources they perceived were accessible in their family environments, and the extent to 
which they had engaged in domain-specific identity explorations. Across all identity 
types, the HIV diagnosis resulted in what Bury (1982) described as a “biographical 
disruption.” Respondents experienced a loss in their sense of self post-diagnosis - a 
disruption in their taken-for-granted assumptions that required a rethinking of their 
personal biographies as well as their social relationships. Participants varied in the ways 
in which they mobilized existing and sought out new resources or affiliations in light of 
their illness. Several participants experienced the diagnosis as an assault to their 
developing identities. As a result, many “gave up” or suspended the identity development 
process, the consequences of which included continued risky sexual behavior (e.g. 
unprotected sex, sex with a partner they know is infected with HIV); failure to comply 
with prescribed medication regimens (e.g. missing multiple doses of antivirals); or not 
pursuing previously set academic goals (e.g. dropping out of  high school). These 
findings highlight the importance of ancillary social services in facilitating identity 
development among young women living with HIV.  
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Chapter One | Introduction 
 
Statement of the Problem 
On July 14, 2010, President Barack Obama unveiled the United States’ first ever 
National HIV/AIDS Strategy with the following vision: “The United States will become a 
place where new HIV infections are rare and when they do occur, every person, 
regardless of age, gender, race/ethnicity, sexual orientation, gender identity or 
socioeconomic circumstance will have unfettered access to high-quality, life-extending 
care, free from stigma and discrimination” (Office of National AIDS Policy Executive 
Summary, "National HIV/AIDS Strategy for the United States: Report," 2010). This 
ambitious strategy outlines three primary Presidential goals: 1) reducing the number of 
people who become infected with HIV; 2) increasing access to care and improving health 
outcomes for people living with HIV; and, 3) reducing HIV-related health disparities 
("National HIV/AIDS Strategy for the United States: Report," 2010). The President’s 
national policy could not have come at a better time; thirty years after it was first 
discovered, HIV remains a growing problem among our country’s most vulnerable 
populations.  
The World Health Organization (WHO) estimates that globally there are more than 
five million young people between the ages of 15 and 24 living with HIV/AIDS; nearly 
6,000 more become infected with HIV each day (WHO, 2008).  Early in the epidemic, 
HIV/AIDS among adolescents between the ages of 13 and 25 was virtually nonexistent, 
as those born with the virus did not live to young adulthood. In 1988, of the 82,764 AIDS 
cases reported in the United States, 98% of cases (81,083) were in adults age 18 and over, 




adolescents are one of the fastest growing subpopulations afflicted with HIV (Gavin et al. 
2009). In a 2008 bulletin, the Centers for Disease Control and Prevention (CDC) reported 
that previous estimates of HIV incidence were based on limited data and imprecise 
methods, rendering the HIV epidemic “worse than previously known” (CDC, 2008). 
Previous incidence estimates of new infections among young people indicated that 4,883 
young people were diagnosed with HIV or AIDS; however, adjusted estimates of 
diagnosis data reflecting improved surveillance indicated that an alarming 20,000 young 
people were newly diagnosed with HIV in 2008 (CDC, 2008a).  
HIV has become an epidemic “primarily of young people” with more new infections 
occurring among 13 to 29 year olds than in any other age group (CDC, 2008). 
Particularly alarming are the substantial disparities in HIV infection based on 
race/ethnicity and gender among young people. For example, among youth between the 
ages of 13 and 24 diagnosed with HIV in 2003, 75% were Black or Hispanic, compared 
with just 14% who were White, non-Hispanic (Rangel, Gavin, Reed, Fowler, & Lee., 
2006). Among females, race/ethnicity is highly salient, with nearly 80% of HIV/AIDS 
diagnoses among 13 to 24 year olds occurring in African American and Hispanic girls 
(CDC, 2006).  
HIV infections acquired during adolescence or young adulthood occurs primarily in 
young people with multiple psychosocial stressors  (Kadivar, Garvie, Sinnock, Heston, & 
Flynn, 2006). For example, one study of ninety-one mostly African American (95%) 
HIV-positive females between the ages of 13 and 22 found a high prevalence of unstable 
housing in the previous year (27%); parental substance abuse (reported by youth, 46%); 




abuse/assault was reported by 41% of the sample, along with depression by 15%; 
approximately half of the respondents reported prior hospitalization for abuse/ assault or 
depression. Another study examined mental health issues and histories of exposure to 
violence among 174 mostly African American (79%) HIV-positive youth between the 
ages of 13 and 24 (Martinez, Hosek, & Carleton, 2009). Young people in the sample 
experienced several forms of violence including physical assault or abuse (24% in 
childhood; 19% as adolescents); sexual abuse or assault (28% in childhood; 15% as 
adolescents); dating violence (i.e., physical abuse by sexual partner) (18%); and family 
violence (44%). In addition, psychological disorders reported ranged from major 
depressive disorders (15%) to post-traumatic stress disorder (28%) and substance abuse 
disorder (31%). The psychosocial stressors associated with chaotic family environments 
are just one of the many challenges adolescents and young adults living with HIV 
experience.  
Adolescence is a time during the life course when behavioral experimentation and 
intentional risk-taking, as well as asserting one’s independence and defining oneself, are 
expected. Young people diagnosed with HIV during adolescence are confronted with 
dilemmas around the same normal issues of development that “healthy” adolescents face: 
issues like selecting a romantic partner, experimenting with drugs or alcohol, and 
engaging in sexual activity. The complexity of these choices is compounded for 
adolescents with HIV who must also consider issues of disease transmission, complicated 
treatment regimens, the stigma of their illness, and the stress of serostatus disclosure 
(Comulada, Swendeman, Rotheram-Borus, Mattes, & Weiss, 2003;  Batterham, Rice, & 




HIV-diagnosis as a threat to their developing identity, rendering living with a highly 
stigmatized, sexually transmitted, and life-threatening illness all the more difficult (Hosek, 
Harper, & Robinson, 2002; Rotheram-Borus et al., 2001; Wiener, Vasquez, & Battles, 
2001). 
Examining adolescent development issues like identity among young people living 
with HIV is important for several reasons. First, adolescence is increasingly recognized 
as a life period that poses specific challenges for treating disease and promoting health. 
Investigations that examine contextual factors associated with achievement of 
developmental tasks like identity formation have the potential to uncover youth-specific 
challenges in managing a chronic illness like HIV (Brotman, Mensah, & Lesko, 2010; 
Christie & Viner, 2005). Second, adolescents and young adults with HIV are a fast 
growing and diverse population, yet most of what we know about the illness among 
young people is based on studies of high-risk adolescents that are not typically not 
females, but rather gay and bisexual males (up to17%) (Rotheram-Borus, Song, Gwadz, 
Lee, Van Rossem, & Koopman, 2003); injecting drug users (up to 40%)  (National 
Institute on Drug Abuse,1995); and homeless youth (up to 4%) (Stricof, Kennedy, Nattell, 
Wiesfuse, & Novick, 1991). Studies that emphasize the unique challenges that gender 
may pose on HIV illness management are needed as this population’s representation in 
the epidemic continues to rise. Third, most published studies on HIV-infected adolescents 
are based on survey data rendering the contextual factors associated with illness 
management largely unobservable. For example, countless studies focus on the 
correlations between risky sexual behavior and a variety of factors, revealing a multitude 




(Diamond & Buskin, 2000; Naar-King, Templin, Wright, Frey, Parsons, & Lam, 2006; 
Rotheram-Borus et al., 2001b; Hein, Dell, Futterman, Rotheram-Borus, & Shaffer, 1995). 
Yet, studies that examine the processes and mechanisms under which these decisions are 
made, or the environmental resources young people draw upon to make these decisions, 
are limited. Qualitative investigations have the potential to enrich our understanding of 
the experiences of health and illness among adolescents and young adults, particularly as 
it relates to the impact of a chronic illness on achieving developmental milestones (Fiese 
& Bickham, 1998).  
Accordingly, the purpose of this dissertation is to examine what has been described 
as the principal task of adolescence - identity development - among a sample of young 
women living with HIV in New York City. A principal aim of this research is to expand 
the scholarship on identity development from its narrow focus on psychological features 
to a broader, more expansive consideration of the ways in which social and contextual 
factors shapes the course of one’s development of identity. This objective is achieved 
through the conceptual framework of this dissertation which integrates multiple 
disciplines and theoretical constructs pertinent to identity development in this population. 
These disciplines and theoretical constructs include the identity status paradigm, habitus, 
and theories that describe the influence of social structures on human behavior. 
 
Research Questions 
This dissertation aims to investigate three main questions. First, acknowledging 
that the family continues to be the most important social context for adolescents, family 
processes and resources that contribute to or constrain young women’s overall identity 




development in two specific domains or life content areas, namely HIV Identity and 
Vocational Identity, are investigated. The role of personal and contextual factors in 
determining patterns of exploration and the resources women draw upon for identity 
development pursuits is a central focus of the analysis. 
 
Overview of Dissertation 
In the next chapter, the literature relevant to the identity development of young 
people, particularly the challenges of achieving the developmental tasks like identity 
development while managing a chronic illness, are reviewed. The chapter begins by 
presenting the foundations of identity development scholarship, along with the theoretical 
and methodological limitations of this body of literature. While there is a dearth of 
published work focusing on identity development among youth living with HIV, there is 
a promising body of research that has identified facilitators of and challenges to identity 
development among young people living with other chronic illnesses, such as cancer or 
diabetes. Still, most identity scholarship has focused on psychological characteristics and 
does not sufficiently consider social and contextual factors that may promote or constrain 
identity development. To enrich our understanding of the broader social influences on 
identity, this dissertation supplements the theoretical perspectives of developmental 
psychologist James Marcia (1966) with the work of sociologist Pierre Bourdieu (1986a) 
to form a conceptual framework though which both personal and contextual factors 
related to identity development may be examined.  
Chapter 3 describes the methods employed to undertake this investigation. This 
dissertation is a secondary analysis of qualitative in-depth interviews conducted between 




adolescents and young adults in New York City. The parent study was funded by the 
National Institutes of Child Health and Human Development (NICHD) to explore the 
adaptive challenges faced by HIV-infected adolescents and their coping responses to 
those challenges. Interviews lasted approximately three hours and were audio-taped, 
transcribed, and entered into Atlas.ti, a computer assisted qualitative data analysis 
software program. Secondary data analysis procedures utilizing a modified grounded 
theory approach are described in detail; validity issues such as trustworthiness are also 
addressed.  
The findings along with the emergent typology of identity development are 
presented in Chapters 4 and 5. Chapter 6 concludes this dissertation by returning to the 
literature, as well as discussing the theoretical and practical implications of these findings 





Chapter Two | Literature Review 
 
Do you think there are specific challenges or problems that a young person like you 
living with HIV faces that older infected people, who are like 30 or 40, don't have? 
 
Yeah…you know, their place in life. Some of them already at the level that they know 
they're gonna be in life career wise, family wise, they're already settled themselves, stuff 
like that. And a younger person, we're still trying to find ourselves. 
 
       -Carlene, 22 years old 
Introduction 
 
Who am I? What are my goals? What is my life’s purpose? These and other 
questions of identity have become central to most people’s lives, especially as they make 
transitions from one developmental stage of life to the next. Identity plays a central role 
in development during youth and adolescence as well as in adulthood (Schwartz, 2001; 
Erikson, 1980). But what is identity? Is identity a manifestation of the individual or 
collective? Is it a core aspect of selfhood or a product of social and political action?  Is 
identity development a psychological or sociological endeavor? Or is identity all of the 
above: “…an evanescent product of multiple and competing discourses…unstable, 
multiple, fluctuating and fragmented” (Brubaker & Cooper, 2000)?  
Questions such as these have been debated in the social sciences literature on 
identity for more than 50 years, notably beginning with Erik Erikson’s (1950) scholarship. 
Erikson’s concept of identity is as important a contribution to the social sciences in the 
second half of the 20
th
 century as Freud’s concept of the unconscious was to the first half 
of the 20
th
 century (Kroger, 2007). According to Seth Schwartz (2001), a neo-Eriksonian 
identity theorist and empiricist, Erik Erikson’s multidimensional, broad, and inclusive 
identity theory paved the way for nearly half a century of further theorizing, exposition, 




having a personal identity is based on two simultaneous observations: the perception of 
the selfsameness and continuity of one’s existence in time and space and the perception 
of the fact that others recognize one’s sameness and continuity” (p. 50). However, it has 
been noted that Erikson’s theory did not have the benefit of drawing upon any empirical 
work (Kroger, 2007; Cote & Levine, 1988; Schwartz, 2001). Identity scholarship 
recognizes James Marcia’s (1964) identity status paradigm as “the most appropriate one 
for the empirical investigation of Erikson’s work” (Cote & Levine, 1988; Bernard 1981; 
Bourne 1978).  
According to Marcia (1980), the identity status paradigm was developed “as a 
methodological device by means of which Erikson’s theoretical notions about identity 
might be subjected to empirical study” (p. 161). Marcia’s initial formulations view ego 
identity along a continuum and developed four modes, or statuses, through which 
individuals resolve identity related challenges. Each of the statuses is based on the 
individual’s proximity to identity achievement, or the successful resolution of identity 
challenges.  
While a clear relationship between Marcia’s four statuses and psychosocial 
outcomes has been established, the identity status paradigm is not without its critics. As 
addressed by several authors, one major weaknesses of the typology is its lack of cross-
cultural validity (van Hoof, 1999; Cote & Levine, 1988). Despite these critiques, and as 
Berzonsky and Adams (1999) have noted, the identity status typology remains “still 
useful after 35 years” for providing the basis for generating operational definitions of the 
construct of identity and inspiring over hundreds of scientific investigations (p. 563). 




social–cultural contexts, including family, gender, ethnicity, and subculture, on identity 
as one of the most promising directions for future identity research (Adams, Dyk, & 
Bennion, 1990; Adams & Marshall, 1996; Archer, 1992; Phinney & Rosenthal, 1992).  
Key reasons to focus on the effects of social-cultural contexts on identity include: 
1) recent cultural changes, such as unfettered access to social media and other forms of 
internet technologies that have made sustaining an identity more problematic for those in 
and affected by Western culture (Schwartz, 2001); and 2) that identity problems seem to 
be exacerbated for many racial and socioeconomic minority youth who lack access to the 
cultural resources that help majority youth construct socially rewarded identities (Cote & 
Levine, 2002).  The current study’s examination of identity development among a sample 
of female adolescents and young adults infected with HIV is warranted, significant, and 
timely, precisely because it recognizes investigations of this kind can make important 
contributions to a multidimensional understanding of identity. An interdisciplinary 
perspective must be adopted to achieve this research objective. As such, this dissertation 
is filtered through a sociological and psychological lens that integrates the theoretical 
perspectives of James Marcia’s (1964) identity status paradigm and Pierre Bourdieu’s 
(1980) habitus. These theoretical perspectives combine to form a social-psychological 
lens through which personal agency and social structural features of identity are 
conceived, contested, refined, and rejected.  
This chapter provides a critical overview of the literature relevant to this study. It 
begins by presenting epidemiologic data on youth living with HIV, with an emphasis on 
the disproportionate burden of HIV infection on young people of color and women. Next, 




(1950) and James Marcia (1964) to contemporary scholarship is presented. Following this 
presentation, van Hoof (1999) and Cote and Levine’s (1988) critiques of Marcia’s 
identity status paradigm are discussed. Pierre Bourdieu’s (1980) concept of habitus is 
then introduced as a social structural analytic tool ideal for the current investigation. A 
key feature of habitus that is particularly relevant to the study of identity development 
among HIV-positive Black and Latina female adolescents is that it acknowledges that the 
young women’s range of choices depends heavily on social position; at the same time, 
the choices they see as possible or not possible are inextricably tied to their past 
experiences. As such, a review of the utility of habitus for identity investigations is 
presented. Finally, scholarship has paid little attention to adolescents with HIV with 
respect to identity development. However, a body of literature has emerged that focuses 
on identity development among adolescents with other chronic or life-threatening 
illnesses (Hosek, Harper, & Robinson, 2002; Sayer, Hauser, Jacobson, Willett, & Cole, 
1995; Wallander & Varni, 1995). A review of the scholarship examining identity 
development among youth living with other chronic illnesses concludes this chapter.  
 
HIV among Women: Gender as a Risk Factor 
The impact of gender on HIV/AIDS risk is important in understanding the 
evolution of the epidemic. Women account for more than half of the 33.3 million adults 
worldwide living with HIV and AIDS (UNAIDS, 2010) and that number is growing. For 
example, in the United States heterosexual sex accounts for close to 72 percent of female 
HIV infections (CDC, 2007). Between 2004 and 2007, there was a 14% increase in 




HIV infections continue at their current rate worldwide, women with HIV may soon 
outnumber men with HIV (CDC, accessed 2011).  
In the United States, women of color are disproportionately affected by the 
HIV/AIDS epidemic. African American and Hispanic women represent just over one-
fourth of all U.S. women, yet account for more than three-fourths (77%) of reported 
AIDS cases among women in the United States (Wortley & Fleming, 1997). Among 
African American women, the rate of AIDS cases was almost 25 times higher than the 
rate of AIDS cases for White women; the rate for Hispanic women was almost nine times 
higher than that of cases for White women (CDC, 1998). AIDS is the third leading cause 
of death among African American women between 25 and 44 years old (CDC, 1998d). 
Given these alarming disparities in HIV infection rates, it is important to identify 
those factors that place women of color at greater risk of infection than White women. A 
recent review by Logan and colleagues outlines some social and contextual factors that 
could contribute to increased risk among women of color (Logan, Cole & Leukefeld, 
2002). Social factors are defined as “factors that impact groups of people similarly, but 
are external to individuals” (p. 852), like social and cultural norms, social status, and 
incarceration history. These investigators suggest that social status may impact HIV risk 
behavior by overwhelming poor women of color with multiple issues related to survival, 
thus reducing perceptions of the importance of negotiating safe sex with a partner. 
Contextual factors are defined as “factors that form the environments within which an 
individual exists” (p. 852) that form a person’s perspective, but are not readily apparent 
to any other person. One contextual factor that has been consistently shown to impact 




telephone survey found that early and chronic sexual abuse was associated with a 
sevenfold increase in HIV-risk behavior among abused women (Bensley, Van Eenwyk, 
& Simmons, 2000). Thus, social factors related to one’s group membership as well as 
contextual factors that arise from an individual’s unique history comprise a framework 
for understanding the interconnected HIV-related risks that women face (McNair & 
Prather 2004). Socioeconomic status, childhood sexual abuse, and difficulty negotiating 
condom use with sexual partners are three social and contextual factors shown to 
exacerbate risk of contracting HIV for women of color (Senn & Carey 2010; Senn et al. 
2007; Kalichman, 1998); as such, a further discussion of each of these factors follows 
below.  
 
Women and HIV Risk: Socioeconomic Status  
An extensive literature has documented the negative health outcomes that result 
as one moves lower along the SES continuum (Adler & Rehkopf, 2008; Williams & 
Collins, 1995; Adler et al., 1994). Poverty can influence stress and poor health, and may 
limit access to physical and mental health care (Staveteig & Wigton, 2000; Sikkema et al., 
1996; Nyamathi, Wayment, & Dunkel-Schetter, 1993). Logan, Cole, and Leukefeld 
(2002) have noted the specific ways in which poverty may affect health and promote 
negative health behaviors:  
Specifically, poverty is related to increased levels of stress and chronic stress 
because of the greater amount of hassle and time needed to address basic tasks of 
living, higher crime rates, greater perceived threat of crime, more problems with 
crime, poor access to transportation and recreational facilities, lower standards of 
housing, and greater exposure to physical hazards such as air and water pollutants 
(Taylor, Repetti, and Seeman, 1997). Poverty may also be related to increased 
substance abuse and violence because, in part, these behaviors are more 




has been related to victimization and substance abuse, with the lowest income and 
single-parent family neighborhoods having the highest rates of substance abuse 
and violence. (p. 853) 
 
From both a global and domestic perspective, HIV is a disease that is embedded 
in social and economic inequity (Perry, 1998). A recent CDC (2008) report indicated that 
HIV prevalence was highest among individuals with the lowest socioeconomic status. 
Individuals living below the poverty line had an HIV prevalence of 2.4%, compared with 
1.2% for those living above the poverty line; the HIV national rate of infection is 0.45%. 
Moreover, heterosexuals living below the poverty line in U.S. cities are five times as 
likely as the nation’s general population to be HIV-positive, regardless of their race or 
ethnicity. Yet, poverty may still account for some of the racial and ethnic disparities 
found in HIV prevalence rates for the overall U.S. population. The racial/ethnic groups 
most affected by HIV and AIDS are also most affected by poverty, with 49% of African 
American families and 61% of Hispanic families living below 200% of the federal 
poverty level—compared with just 26% of Non-Hispanic White families (Staveteig & 
Wigton, 2000).  
The burden of socioeconomic hardship is apparent in both women infected with 
and most at-risk of contracting HIV. Data published from the HIV Epidemiology 
Research Study (HERS) indicated that among a sample of HIV-positive and at-risk 
women, many reported social and economic adversity during the previous 12 months 
(Moore, Schuman, Schoenbaum, Boland, Solomon, & Smith, 1999). Sixty-five percent of 
women at-risk for HIV reported insufficient money for necessities such as food, shelter, 
and clothing, while roughly 23% of infected women reported having no safe place to live; 




and 10% respectively) (Moore et al., 1999). The monthly income for the two groups was 
similar with over 65% of both groups reporting economic poverty (i.e. household 
incomes of less than $1000 per month). The study’s index of social adversity was 
measured by asking about six negative social and economic events in the past 12 months 
(insufficient money for necessities; unsafe place to live; physical attack or rape; children 
taken away; breakup with husband or partner; death of a person close to them). 
Participants were classified into two categories: those experiencing three or more of the 
negative events and those experiencing fewer than three. For infected women, 
sociodemographic factors of income, education and race were significantly associated 
with experiencing three or more adverse events. Women with household incomes of less 
than $1000 per month, those with less than a high school education, and Black women 
had experienced three or more adverse events (Moore et al., 1999).   
The link between low socioeconomic status and engaging in risky health 
behaviors has also been established (Adler, 2006). For example, unstable housing has 
been linked to risk behaviors for HIV infection, including IV drug use and unsafe sexual 
behaviors. As several researchers have noted, especially in urban settings, the lack of a 
stable home or community ties is associated with multiple sexual partners, casual liaisons, 
sex exchanges, and low rates of marriage or stable partner relationships (Aidala, Cross, 
Stall, Harre, & Sumartojo, 2005; Castel, 2000; Huston, 2000). In one study of over 2,000 
HIV-positive individuals (35% female) receiving services, odds of recent drug use, 
needle use, or sex exchange were 2 to 4 times higher among the homeless and unstably 
housed as compared to those with stable housing (Aidala et al., 2005). Follow-up data 




associated with changes in risk behaviors. 23% of the sample had improved their housing 
situation while ten percent had housing situations that worsened. Those whose housing 
status improved between baseline and follow-up reduced their HIV-risk behaviors (e.g. 
drug use, needle use, needle sharing and unprotected sex) by half, in comparison to 
individuals whose housing status did not change. Moreover, for those whose housing 
situation worsened between baseline and follow-up, their likelihood of recently 
exchanging sex was over five times higher than for those whose housing status did not 
change. These authors demonstrate that housing stability is a promising structural 
intervention to reduce the spread of HIV. 
 
Women and HIV Risk: Childhood Sexual Abuse 
Childhood and adolescent sexual abuse (CSA) is associated with a wide variety of 
adverse psychological, sexual, and mental health outcomes. Several investigations have 
sought to establish the relationship between CSA and HIV risk including the number of 
lifetime and recent sexual partners, frequency of unprotected sex, and likelihood of 
contracting HIV (Senn et al.  2006). A recent meta-analysis using studies that sampled 
women only found that CSA was associated with several HIV risk behaviors including 
unprotected sex, multiple partners, and sex-trading (Arriola, 2005). For example, Cohen 
and colleagues (2000) found that between 27% and 31% of their sample of 1,645 
predominately African American and Latina women infected with or at-risk for HIV had 
experienced pressured or forced sexual contact before the age of 18. CSA was also 
associated with having a male partner at-risk for HIV infection; having more than 10 




(Cohen et al., 2000). Childhood sexual abuse was also associated with a two-fold 
elevation in risk for lifetime domestic violence.  
In another study of 825 predominately (74%) African American and Latina 
women who had engaged in HIV-risk behaviors, 66% reported childhood sexual abuse 
before the age of 18 (Greenberg et al., 1999). Compared with non-abused women, abused 
women were more likely to not use a condom during their most recent sexual intercourse 
with their main partner, and to have more lifetime partners and more lifetime STD 
diagnoses. Abused women were also less likely to have protected sex with their main 
partner. In one random sample of mostly African American and Latina (67.5%) female 
prisoners in Texas, close to 30% had been sexually mistreated, abused, or raped while 
growing up (Mullings, Marquart, & Brewer, 2000). In that study, abused women were 
more likely to occupy a marginal living situation, defined as “…self-reported responses 
to a series of questions about their general living conditions including how often they 
lacked adequate food, clothing, and shelter; whether or not they had as adults been 
attacked with a weapon; and/or they felt unsafe or in danger” (p. 681). Abused women 
were also more likely in the previous 30 days to have had unprotected anal sex, 
unprotected sex with someone who injected drugs, unprotected sex with multiple partners, 
and unprotected sex while sex-trading (Mullings et al., 2000). Importantly, the marginal 
and chaotic adult living style of those women was also associated with the extent of their 
HIV drug and sexual risk taking behaviors. This research suggests that the co-occurrence 
of sexual victimization and marginality is a stronger predictor of HIV risk than each 




the literature establishing that childhood sexual victimization has long-term negative 
consequences, especially increased HIV sexual risk behaviors among women of color. 
 
Women and HIV Risk: Negotiating Condom Use 
Consistent and correct condom use is the most effective way to prevent sexual 
transmission of HIV for sexually active women who are not in mutually faithful 
relationships with partners known to be uninfected (St. Lawrence et al.,1998). While 
condoms have been reported reduce the risk of HIV transmission during vaginal 
intercourse by as much as 90%, condom use by African American and Latina women 
remains relatively low (Trussel, Sturgen, Strickler, & Dominick, 1994; Jemmott & 
Jemmott, 1991). Several reasons have been posited for the low condom utilization by 
both groups, including higher levels of misconceptions about HIV transmission, 
underestimating personal risk for HIV, and lower levels of intrapersonal power (Logan et 
al., 2002; Aruffo, Coverdale, & Valbona 1994). For example, self-silencing based on 
attachment theory, is when a heightened concern to preserve a relationship fosters self-
sacrifice and compliance, and is fueled by gender inequalities (Harper, Dickson, & Welsh 
2006). Teitelman et al. (2011) found that African American adolescent girls between the 
ages of 14 and 17 in their study utilized self-silencing as it pertained to the patterns of 
sexual communication in romantic relationships; close to 53% or respondents indicated 
that they had experienced unwanted, unprotected vaginal sex, and 25% indicated that 
they were unable to discuss condom use with a partner. Several research studies have also 
suggested that not only are women of color at-risk for HIV infection because of the 
behavior of their partners, but also that asking their partners to change their behavior (e.g., 




increased violence (El-Bassel et al., 1998; Kalichman, Williams, Cherry, Belcher, & 
Nachimson, 1998; Magana & Magana, 1992; Wingood & Di- Clemente, 1997; Zierler et 
al., 1996). 
Social and contextual factors like low socioeconomic status, childhood sexual 
abuse, and difficulty negotiating condom use place women of color of all ages at higher 
risk for HIV infection than White women. However, the developmental stage of 
adolescence represents a unique time of elevated risk, which has implications for HIV 
transmission. The next section outlines specific developmental factors that place young 
people at risk for HIV infection.  
 
What Places Young People At-Risk for HIV? 
DiClemente and Crosby (2005) outline several behaviors that place adolescents at 
risk of STD infection including HIV: 
 
Table 2.1 Factors that place young people at greater risk of STD Infection 
Behavior Risk 
Early sexual debut If sexual activity continues, risk of STD increases because odds of 
encountering an infected sex partner increase. Among females, 
cervical ectopy is more pronounced at younger ages. 
Multiple sex partners Each new sex partner represents a new risk of STD. 
 
A sex partner with multiple 
sex partners   
Sex partners with a history of multiple sex partners are especially 
likely to transmit viral STDs such as HPV and HSV-2. 
Concurrent sex partners Overlapping sexual relationships are conducive to the spread of 
STDs, especially those with short incubation periods such as 
gonorrhea and chlamydia. 
Sex unprotected by a latex 
condom 
Correct and consistent use of latex condoms protect from most, but 
not all, STDs. 
Frequency of sex Risk of contracting an STD from an infected sex partner increases 
with each of act of sex, particularly if frequency and duration of sex 
compromises the integrity of genital tissue. 
 
These authors prioritize lack of condom use and high numbers of lifetime partners as the 




those behaviors become even more pronounced when issues of gender and power emerge 
in their sexual relationships. These issues tend to occur with older partners. The 
antecedents to young women’s HIV risk behavior are both familial and social.  
 
Young People and HIV-Risk: Family Structure 
HIV-risk behavior among adolescents has been associated with family structure, with 
mothers being especially important. The Blackwell Handbook of Adolescence (2005) 
outlines the importance of conversation about sex-related topics between mothers and 
their children. Young people whose mothers discuss topics like pregnancy, STDs or 
condom use are:  
1. Less likely to report being sexually experienced (Jaccard, Dittus, & Gordon, 1996; 
Leland & Barth, 1992);  
2. Likely to report engaging in penile-vaginal sex less frequently (Holtzman & 
Rubinson, 1995; Jaccard et al., 1996; Dutra, Miller, & Forehand, 1999);  
3. More likely to report using condoms and other contraceptives (Jaccard et al., 1996; 
DiClemente et al., 2001b; Dutra et al., 1999; Miller et al., 1997; Leland & Barth, 
1992);  
4. Likely to report fewer lifetime sex partners (Holtzman & Rubinson, 1995; Dutra 
et al.,,1999).  
 
As Crosby et al., (2005) state: “…the underpinnings of these findings may rest on two 
key factors: parental communication and parental monitoring ” (pg. xi ). Indeed, a 




monitoring or supervision of children, family conflict, and increased risk for smoking, 
alcohol abuse, drug abuse, and sexual promiscuity and prostitution among young women 
(Dishion & McMahon, 1998; Repetti, Taylor, & Seeman, 2002; Widom & Kuhns, 1996).  
For example, in their community sample of 242 African American female teenagers, 
Locke and Newcomb (2008) found that having more partners and more pregnancies was 
associated with parental alcohol-related or drug use problems, and age at first intercourse. 
Similarly, DiClemente et al. (2001) reported that in their sample of sexually active Black 
teenagers, those who reported low parental monitoring were significantly more likely to 
report HIV-associated risk behaviors; they  were also 1.7 times more likely to have “any” 
biologically-confirmed STD than Black teenagers who reported being closely monitored 
by parents. In addition, those reporting low parental monitoring were nearly two times 
more likely to test positive for chlamydia than their counterparts reporting higher levels 
of parental monitoring. Manlove and colleagues (2008) found that for females, sex at an 
early age (before 16) with an older partner was associated with not living with a 
biological parent and Hispanic ethnicity. The researchers’ analysis of the National Survey 
of Family Growth data also demonstrated that in general, women who had sex at an early 
age with an older partner came from disadvantaged backgrounds, whereas those who had 
not had sex before the age of 18 came from the most advantaged backgrounds (Manlove, 
Terry-Humen, & Ikramullah, 2008). In that same study, 60% percent of females who 
were not sexually experienced by the age of 18 reported that their mothers attended or 
graduated from college, compared with just 38% of those who had sex before the age of 
16. In addition, women who had early sex with an older partner were least likely to reside 




partner was associated with poor reproductive health outcomes among females; the 
combination of young age and an older partner at first sex was positively associated with 
having a teenage birth.  These findings highlight the importance of preventing early 
sexual activity regardless of the partners’ age, and of preventing sex with older partners, 
especially for females.  
A study of mostly African American and Latina ninth and tenth graders in the 
Midwest showed that higher levels of parental monitoring were significantly associated 
with less sexual activity (ever or recent); lower intentions to have sex in the future; lower 
rates of alcohol, tobacco, or marijuana use; and higher rates of consistent condom use 
(Borawski, Ievers-Landis, Lovegreen, & Trapl 2003). Another study of the longer-term 
impact of parental neglect on African American women at risk for HIV, concluded that 
women who reported neglect in childhood or adolescence (e.g., not having someone to 
care for and protect them, or parents being too high or drunk to care for the family) had 
lower self-esteem; held more negative attitudes toward condom use; and were involved in 
a greater number of HIV-related risk behaviors. These risk behaviors included having sex 
while the respondent herself and/or her partner was using alcohol or other drugs; having 
sex with an injection drug user; having anal intercourse; having sex with a man who may 
have had sex with other men; trading sex for drugs, gifts, or money; having multiple-
partner sex; and having unprotected sex (Klein, Elifson & Sterk, 2007). 
 
Young People and HIV-Risk: Social Influences 
Several research studies on sexual networks and coupling behavior indicate that 
Black and Latina adolescents tend to have sexual partners who are older than they are 




Norris, 1997); estimates of how much older their sexual partners are range from 2 to 4 to 
as many as 6 to 10 years (DiClemente et al. 2002). A young woman of color who engages 
in sexual intercourse with an older partner often experiences a power-imbalanced 
relationship which has implications for sexual behavior. Here, too the research is clear: 
young women who have older sexual partners also engage in riskier sex. For example, 
data from a survey of Black and Hispanic public high school teenage students in New 
York City; San Juan, Puerto Rico; and Montgomery, Alabama were used to examine 
differences in HIV risk behavior between young women who have a first sexual partner 
three or more years older than themselves and those whose first partner is their own age 
(Miller, Clark, & Moore 1997). Thirty five percent of young women with an older partner 
were younger at their first intercourse (13.8 vs. 14.6 years old). Young women with older 
partners were also less likely to use a condom at first intercourse (63% vs. 82%) and at 
last intercourse (29% vs. 44%). Further, young women with an older first partner were 
considerably more likely than those with a same age partner to ever have been pregnant 
(38% vs. 12%). Miller and colleagues state that these findings support previous research 
indicating that adolescent females with older male partners may not possess the 
negotiation skills necessary to protect themselves during sexual encounters with those 
partners.  
Similarly, in their study of 522 sexually active Black adolescent females from 
neighborhoods characterized by high rates of unemployment, substance abuse, violence, 
and sexually transmitted diseases, DiClemente and colleagues found that close to 53% of 
study participants reported that their typical sex partners were 2 to 4 years older and an 




(DiClemente, Wingood, Crosby, Sionea, Cobc, Harrington, Davies, Hook, & Oh, 2004). 
Young women in that study were an average age of 16 years old; nearly 12% reported a 
current pregnancy. The young women whose sexual partners were 2 to 5 or more years 
older (63%) were twice as likely to report that they had not used condoms during their 
most recent and last five sexual encounters. Those with older partners were also more 
likely to report never using condoms in the previous 30 days, and were 2.2 times more 
likely to report any unprotected vaginal sex in the past six months.  Moreover, the young 
women with older partners were significantly more likely to indicate fear of negative 
reactions from partners if condom use were discussed.  
In addition to riskier sex with older partners, young women of color also tend to 
have sex with risky partners. Young women of color do not typically date young men 
from other ethnic groups (Ford & Norris, 1997). Thus it is likely that most of these young 
women are having sex with African American and Latino men, rendering male rates of 
HIV/AIDS extremely relevant to this discussion (McNair & Prather, 2004). In 2006, 
Hispanic men made up three quarters (76%) of new HIV/AIDS infections among all 
Latinos (CDC, 2008). In that same time period, Black men accounted for two-thirds of 
new infections (65%) within their ethnic group. Along with high levels of risk behavior 
in men, sexual coupling of young women with their older ethnically similar counterparts 
places young women of color at risk of experiencing high rates of exposure to HIV 
through heterosexual contact (McNair & Prather, 2004). Once infected with HIV, young 
women become a particularly socially vulnerable population.  
 




HIV-positive young people are a particularly vulnerable population, experiencing 
disproportionate rates of homelessness, sexual and physical abuse, financial difficulties, 
and stigma (Nugent, Brown, Belzer, Harper, Nachman, & Naar-King, 2010; Anaya, 
Swendeman, & Rotheram-Borus, 2005; Rotheram-Borus, Murphy, Kennedy, Stanton, & 
Kiklinski, 2001; Rotheram-Borus, Lee, Zhou, O’Hara, Birnbaum, Swendeman, Wright, 
Pennbridge & Wight, 2001; Brown, Lourie, & Pao, 2000). For example, in their study of 
physical abuse, sexual abuse, and housing stability among 224 mostly female HIV-
positive adolescents of color in New York City, Eastwood and Birnbaum (2007) found 
that close to half of the sample had a history of unstable housing prior to entry into care; 
about 15% still had unstable housing when they entered treatment. Consistent with the 
research on the vulnerabilities facing young people living with HIV, the authors 
characterized the lives of the young people in their sample as “turbulent,” with 56.3% 
reporting substance abuse in at least one family member; close to 30% having been 
physically abused; and over 40% experiencing sexual abuse. When asked for whom they 
rely on first for emotional support, 40.2% stated themselves (Eastwood & Brinbaum, 
2007).  
In a study of trauma history and post-traumatic stress in 30 mostly African 
American and Latino HIV-positive young people in urban Philadelphia, all participants 
reported experiencing at least one traumatic event in their lifetime, and on average they 
endured as many as 5.6 (range 1-10) such events (Radcliffe, Landau-Fleisher, Hawkins, 
Tanney, Kassam-Adams, Ambrose, & Rudy, 2007). Traumatic events most frequently 
experienced were having a person close to the participant become seriously ill or injured, 




witnessing domestic violence. A majority (57%) of participants reported traumatic stress 
symptoms consistent with posttraumatic stress disorder (PTSD) or posttraumatic stress 
syndrome (PTSS), with 59% reporting that receiving a HIV-diagnosis was the “hardest” 
or “worst” event ever. In response to the HIV-diagnosis, 20% of participants reported 
symptoms consist with PTSS, with an additional 13.3 % meeting full symptom criteria 
for PTSD. Over 46% of youth in the sample reported symptoms of PTSS in response to 
traumatic events such as sexual abuse or being abandoned by a caregiver. The authors 
highlight the ways in which an HIV-diagnosis may interfere with adherence to medical 
care among those experiencing symptoms of PTSD or PTSS, including missing clinic 
visits and limited adherence to highly active anti retroviral therapies (HAART).  
Similarly, the effects of life events, social support and coping on anxiety and 
depression were assessed among HIV-positive adolescents in the REACH cohort 
(Murphy, Moscicki, Vermund, & Muenz, 2000). The median age for the 230 
predominately African American participants was 16 years old; 77% of respondents were 
female. Life events with high impact were frequently reported and included: being 
prescribed medications (74%), family financial problems (61%), and parental alcohol 
abuse (20%). These high impact events were associated with increased levels of 
depression and anxiety. “Life event distress” was associated with psychological distress; 
“negative reaction to life events” was associated with higher anxiety and depression (p. 
396). Authors concluded that the HIV infected adolescents in their sample exhibited 
notable levels of psychological distress, with approximately 20% showing moderate to 




In one study designed to compare sexual and drug use practices as well as the 
social and psychological status of HIV-positive and negative youth between the ages of 
13 and 21 receiving care in an adolescent clinical care unit in New York City, HIV-
positive adolescents were significantly more likely to have been sexually abused; engage 
in anal sex and survival sex; engage in unprotected sex with casual partners; have had sex 
under the influence of drugs; have had a sexually transmitted disease; and have a history 
of being in jail (Hein, Dell, Futterman, Rotheram-Borus, & Shaffer 1995). The higher 
frequency of sexual risk behavior is reflected in almost double the number of sexually 
transmitted diseases among HIV-positive youth compared with HIV-negative youth in 
the sample.  HIV-positive females reported more oral and/or anal intercourse compared 
to their HIV-negative counterparts. Not living at home with parents or guardians was 7.7 
times more frequent among HIV-positive youth than HIV-negative youth, thus 
supporting the family structure association presented earlier. 
Consistent with the previous study, another REACH multisite cohort of 323 
predominately minority and female youth living with HIV also indicated that HIV-
positive youth continue to engage in sexually risky behavior with 40% to 47% of 
participants reporting unprotected sex at last intercourse at each of six assessments across 
15 months (Murphy, Durako, Moscicki, Vermund, Ma, Schwarz, & Muenz, 2001). The 
high rates of risk behaviors occurred among youth receiving health care services through 
adolescent medicine clinics that expressly aim to reduce high-risk sexual behaviors 
(Murphy et al., 2001). The authors conclude that despite being engaged in primary care, 
overall, the sample maintained its high-risk sexual behavior. They posit that the 




health interventions for HIV-infected adolescents examine the role of psychological 
distress in contributing to maintenance of health risk behaviors.  
 
Medication Adherence 
Adherence to HAART has been shown to be the single most important factor in 
achieving undetectable viral loads in youth living with HIV (Flynn et al., 2004). Yet, 
while adherence has been studied extensively with adult patients, issues in youth 
adherence have received scant attention in the literature (Rao et al.. 2007). Existing 
research has found adherence among HIV-infected youth ranging from 27 to 41% (Flynn 
et al., 2004; Hosek et al., 2002; Murphy et al. 2001). There are some indications that 
youth face significant barriers to adhering to complex regimens or medications that cause 
significant side effects. For example, in one qualitative study of six adolescents with HIV 
living in the Northeast U.S., participants identified several barriers to daily adherence 
including regimen complexity (e.g., too many pills or taking pills in relationship to 
meals), toxic side effects, and forgetting to take pills (Pugatch, Bennett, & Patterson, 
2002). Other factors that youth described as negatively influencing their adherence were: 
a strong fear of social stigma relating to HIV disclosure; poor general knowledge about 
the HIV infection; and poor quality of the doctor-patient relationship. Youth cited both 
clinical depression and a desire to not be reminded daily of the disease as additional 
reasons for not taking medication as prescribed.  
In another qualitative study, Rao and colleagues (2007) conducted focus groups 
with twenty-five urban mostly African American and Latino HIV-infected young people 
between the ages of 17 and 25 to examine the obstacles youth face in adhering to 




HIV stigma and their efforts to hide their status from family, friends, and even 
themselves (Rao, Kekwaletswe, Hosek, Martinez, & Rodriguez, 2007). Half of their 
sample’s participants reported skipping doses when they feared that friends or family 
might discover their status. The authors emphasized that HIV stigma impacts treatment 
for youth on several levels including accuracy of communication with medical providers 
and subsequent health outcomes. 
 
Stigma 
Goffman (1959; 1963) defines stigma as “undesired differentness” or “spoiled 
identity” and describes “a negative, moral, or judgmental definition of a person or social 
situation, often connected to discredit, disgrace, blame, and ascription of responsibility 
for the condition”. Swendeman (2006) citing Herek (1999) has outlined the key features 
of HIV/AIDS which render it a highly stigmatized illness, including:  
1. The means of transmission are negatively sanctioned social behaviors, including 
male-to-male sex, injection drug use, bartering sex, and having high numbers of 
sex partners (Crawford, 1996; Diaz & Ayala, 2001; Novick, 1997); 
2. Transmission behaviors are typically perceived to be voluntary and avoidable, 
implying that infected persons are responsible for their illness (e.g., victim 
blaming), which is reinforced by religious beliefs about HIV/AIDS and 
transmission behaviors; 
3. HIV is contagious and risk of contagion is frequently overestimated by those at 




4. AIDS is considered an unalterable and fatal disease, although this has been 
mitigated by advances in antiretroviral therapies (e.g., highly active antiretroviral 
therapy [HAART]); and  
5. HIV infection is concealable until disease advances and becomes apparent to 
others through AIDS symptoms, use of complex HAART regimens, or HAART 
side effects (p. 501). 
Research has shown that AIDS stigma can have a variety of negative effects on 
HIV test-seeking behavior, willingness to disclose HIV status, health-seeking behavior, 
quality of healthcare, and social support (Boyd, Simpson, Hart, Johnstone & Goldberg, 
1999; Muyinda et al., 1997; Raveis, Seigel, & Gorey, 1998; Sowell et al., 1997). Many 
young people living with HIV manage multiple stigmas including those associated with 
poverty, social inequality, racism and sexual orientation (Rao et al., 2007). For example, 
in a qualitative interview study of 34 HIV-positive youth ages 12 to 24, many described 
social and structural limitations as barriers to their full participation in society (Flicker et 
al., 2005). Stigma was cited as a major barrier to societal participation; many youth 
shared painful stories of harassment, discrimination, and cruelty upon disclosure of their 
HIV status to a loved one or person in authority like a boss or teacher. Fear of disclosure 
was so great in this sample that it kept many from participating in activities, finishing 
school, finding or maintaining employment, or building close social networks (Flicker et 
al., 2005). The participants with a history of street involvement (e.g. drug use or sex work) 
considered their HIV status an added part of the systems of injustices they faced every 




In one survey of enacted and perceived HIV-stigma among 147 predominately 
African American and Latino youth in Los Angeles, San Francisco, and New York City, 
almost all (89%) reported perceived stigma and 31% reported enacted experiences in the 
past 3 months (Swendeman et al., 2006). The perceived stigma measures asked how often 
the respondent felt blamed or ashamed or avoided, or feared losing family or friends 
“because you are HIV-positive” during the past 3 months; while enacted stigma items 
included being hassled or threatened, physically abused, or losing a friend “because you 
are HIV-positive” (p. 503). Each of the enacted stigma outcome measures was associated 
with lifetime sex bartering and frequency of injected drug use. In addition, enacted 
avoidance stigma was associated with an increase in the number of lifetime sex partners 
and self-reported poverty (very poor or poor vs. having necessities or being comfortable); 
a lower proportion of family and friends knowing HIV serostatus was associated with 
overall perceived stigma (Swendeman et al., 2006). The authors state that their findings 
support the call to “…resocialize conceptualizations of HIV stigma through consideration 
of the social and ecological factors that feed on, reinforce, and cross-cut stigma resulting 
from HIV/AIDS and other existing sources such as racism, gender, and economic 
inequalities, and other forms of structural violence” (p. 507).  
Thus far this review has: 1) discussed the social and contextual factors that place 
women of color at risk for HIV, which include low socioeconomic status, childhood 
sexual abuse, and difficulty negotiating condom use; 2) outlined the familial and social 
factors that render African American and Latina adolescents and young adults vulnerable 




experience once they are diagnosed, including difficulties with psychosocial functioning, 
medication adherence, and stigma.  
In addition to the challenges of their HIV status, young people living with HIV 
must still navigate the usual developmental tasks of adolescence, such as increasing their 
independence from parents and consolidating aspects of their identity (Bruce & Harper, 
2011). Accordingly, the next section reviews the literature on the principal task of 
adolescence: identity development.  
 
Identity Development Scholarship  
Identity scholarship could perhaps be traced back to the ancient maxim which 
commands, “Know thyself.” It is beyond the scope of the dissertation to review the work 
of each classic theorist who established a tradition of identity theory since that time, 
however, influential works include William James’ (1890) Principles of Psychology, 
Charles Cooley’s (1902) Human Nature and Social Order, and George Herbert Mead’s 
(1932) Mind, Self, and Society. Erik Erikson has generally been credited as the first to 
focus both popular and scientific attention on the meaning of identity (Kroger, 2007). 
Erikson was the first to distinguish identity from “self”, which is loosely defined as that 
part of the person that knows and experiences reality (Harter, 1997), and “self-concept,” 
which can be characterized as one’s awareness of “the internal organization of external 
roles of conduct” (Hormuth, 1990).  
 
 




Erikson originally trained under Freud in Vienna, noting that, to his knowledge, 
Freud had used the word identity only once in his scholarship (Kroger, 2007). Erikson 
first coined the term “ego identity” when he observed a central disturbance in the 
psychological lives of veterans returning from World War II. Of particular relevance to 
the current study is Erikson’s argument that it was often easier to understand a 
psychological phenomenon like ego identity when its presence was disrupted. In his 
seminal work Childhood and Society (1950) He noted:   
What impressed me most was the loss in these men of a sense of identity. They 
knew who they were; they had a personal identity. But it was as if, subjectively, 
their lives no longer hung together—and never would again…this sense of 
identity provides the ability to experiences one’s self as something that has 
continuity and sameness and to act accordingly. (p. 42) 
 
Like the veterans in Erikson’s study, youth who receive an HIV diagnosis may 
also experience a loss of their sense of self caused by a disruption in biography, a 
disruption in social relationships, and/or an inability to mobilize material resources (Bury, 
1982). As he further developed his conceptualization of identity, Erikson adopted both 
psychology’s intrapsychic focus and the environmental focus adopted by sociology (Cote 
& Levine, 1988). This dual focus is perhaps best evidenced by Erikson’s (1968) 
multidisciplinary definition of identity which included both internal and social-contextual 
dimensions. He stated: 
The conscious feeling having a personal identity is based on two simultaneous 
observations: the perception of the selfsameness and continuity of one’s existence 
in time and space and the perception of the fact that others recognize one’s 
sameness and continuity. What I have called ego identity however concerns more 
than the mere fact of existence; it is, as it were, the ego quality of this existence. 
Ego identity then in its subjective aspect, is the awareness of the fact that there is 
a self-sameness and continuity to the ego synthesizing methods, the style of one’s 
individuality, and that this style coincides with the sameness and continuity of 
one’s meaning for significant others in the immediate community. (Identity: 





A key feature of Erikson’s identity is that it involves a subjective feeling of a 
constant self, and that self stays the same in different places and in different social 
situations. This continuity and social order across multiple contexts is both a conscious 
and unconscious process (Kroger, 2007; Erikson, 1968). Erikson (1968) contended that it 
is through “three indispensable and ceaseless processes by which man’s existence 
becomes and remains continuous in time and in organized form” (p. 73). The first of 
these processes is biological where physiological characteristics like gender, appearance, 
or physical limitations (e.g. those caused by illness) provide individuals with a sense of 
“bodily self.” This “bodily self” will undergo aging and other maturational changes and 
must be adapted accordingly to maintain a clear identity. The second is the psychological 
process that provides one with “unique feelings, interests, needs, and defenses” and that 
gives an individual a sense of “I” that remains the same across time and circumstance 
(Kroger, 2007). The last is the social process defined by the geographical, historical, and 
cultural groups which individuals belong to and are organized within; according to 
Kroger (2007) these cultural and social milieus provide an opportunity for expression and 
recognition of biological and psychological needs. Erikson characterized the optimal 
conditions for identity development as involving a larger community that provides a good 
“fit” for one’s biological and psychological capacities, along with the opportunity to find 
social roles and niches within that community. Conversely, in less than optimal 
conditions identity development may be complicated or compromised. For example, 
residential relocation may be particularly problematic for adolescents who are adjusting 




Erikson (1950) posited that identity development occurrs for the very first time in 
the lifespan during adolescence, with considerable reformulations occurring over time as 
one’s biological, psychological, and social conditions change. He developed an eight-
stage psychosocial scheme to characterize human development during the life cycle. 
Figure 2.1 presents these stages in chart format and may be read diagonally to locate the 
primary developmental issue of a particular life cycle period (e.g., industry at school age) 
and horizontally to indicate the cumulative psychosocial issues an individual is dealing 
with at each subsequent stage (e.g., basic trust–mistrust, autonomy–shame, doubt, etc. 
during the intimacy stage). Erikson proposed that each psychosocial stage has both 
precursors as well as successors; as such, there is an identity issue at each life cycle 
period following late adolescence, in addition to the main issues of those periods (Erikson, 
1950). 
Figure 2.1 Erikson’s epigenetic psychosocial stages of development 
 
The development of a stable and coherent identity is the central developmental task of 
adolescence (Erikson, 1968; Marcia, 1966; Beyers & Cok, 2008). It is during adolescence 
that individuals deal with issues of identity for the first time in their lives. 
Stage 1 2 3 4 5 6 7 8 
Infancy Basic trust vs. 
mistrust 
              
Early Childhood   Autonomy vs. 
Shame & Doubt 
            
Play Age   
 
  Initiative vs. 
Guilt 
          
School age       Industry vs. 
Inferiority 
        
ADOLESCENCE         IDENTITY VS. ROLE 
CONFUSION 
      
Young adulthood           Intimacy 
vs. 
Isolation 
    










Two dynamics are involved in identity development: identity synthesis and 
identity confusion. Identity synthesis is a reconfiguration of both childhood and current 
identifications into a larger set of self-identified ideals. Identity confusion represents an 
inability to develop a workable set of ideals on which to base an adult identity (Schwartz, 
2001). In more concrete terms, identity synthesis represents a sense of “a present with an 
anticipated future” (Erikson, 1968, p. 30). One exemplar example is Mahatma Gandhi, 
who seemed “imbued with an unmistakable sense of purpose” (Erikson, 1968). There is a 
sense of continuity of character that appears to hold the synthesized person together 
(Erikson, 1956). Alternatively, Erikson coined the term “identity crisis” in his biography 
of religious reformer Martin Luther to reflect the pain of an uncertain identity, and the 
power that comes when one finally discovers who one is (Coles, 1970). 
Career, romantic preferences, religious ideology, and political preferences, among 
other facets, come together to form the mosaic that represents who one is (Schwartz, 
2001). The more consistent that individual mosaic is across time and circumstance, the 
closer an individual is to developing a more complete identity. The development of an 
identity serves several functions including: a) providing the structure for understanding 
who one is; b) providing meaning and direction through commitments, values, and goals; 
c) providing a sense of personal control and free will; d) striving for consistency, 
coherence, and harmony among values, beliefs, and commitments; e) enabling the 
recognition of potential through a sense of future, possibilities, and alternative choices 
(Adams ,1998).  
While Erikson’s theoretical contributions are notable, his work has been critiqued 




I came to psychology from art, which may explain, if not justify, the fact that at 
times the reader will find me painting contexts and backgrounds where he would 
rather have me point to facts and concepts. I have had to make a virtue out of a 
constitutional necessity by basing what I have to say on representative description 
rather than on theoretical argument. (Erikson, 1950 p. 16) 
 
The result was, according to Cote (1984), a theory of identity that was “eloquent and 
artistic” but from which operational definitions were difficult to extract. While a number 
of social scientists have attempted to develop operational definitions and constructs from 
Erikson’s work, James Marcia’s (1966) identity status paradigm is the first to stimulate a 
significant literature (Schwartz, 2001). Marcia’s typology, intended to represent 
Erikson’s theory, has inspired more than 300 theoretical and empirical publications 
(Marcia, 1993). 
 
James Marcia and the Identity Status Paradigm  
The literature on the identity development process has flourished since James 
Marcia’s (1966) identity status paradigm shed new light on how adolescents develop 
meaningful vocational aspirations, ideological values, and appropriate forms of sexual 
expression (Kroger, 2007). Marcia’s paradigm has been described as “the most important 
elaboration of Erikson’s views on identity” (Meeus, Idema, Helsen, & Vollebergh 1999, 
p. 420). Marcia (1966) developed the paradigm to assess ego identity “congruent with 
Erikson’s formulation of the identity crisis as a psychosocial task” (p. 551). From 
Erikson’s perspective, identity was something that one possessed to a greater or lesser 
degree; an individual’s identity could lie on a continuum somewhere between positive 




different ways that young people engage in the identity development process, shedding 
new light on styles of identity resolution (Kroger, 2007).  
Marcia’s (1966) expansion of Erikson’s initial theory sought to reflect a balance 
between assuming an identity and role confusion. He designated two criteria to be used to 
assign individuals to one of the four ego identity statuses. These two criteria are 1) 
whether or not an individual has made commitments to pursue a particular occupation 
and to adhere to an ideology, with ideology defined in terms of political and religious 
convictions, and 2) whether or not the individual has been through a “crisis period” (p. 
187). Marcia’s (1966) initial postulations defined commitment as an “unwaveringness of 
choice and a reluctance to abandon a path set out upon.” More recently, Marcia (1994) 
altered his definition slightly where commitment refers to “adherence to a specific set of 
goals, values, and beliefs” to more accurately reflect the dynamic nature of identity 
(Marcia 1994). He further refined the conception of “crisis” with the adoption of the 
phrase “exploration of alternatives;” here again this new phrase was introduced to 
represent the dynamic and ongoing nature of identity (Cote & Levine, 1988). 
Explorations refers to “problem-solving behavior aimed at eliciting information about 
oneself or one’s environment in order to make a decision about an important life choice” 
(Grotevant, 1997). The degree to which a person pursues these explorations and 
subsequently the degree to which he or she displays a commitment to them hinges upon a 
myriad of psychosocial and contextual factors including parental relationships, early 
childhood experiences, and socioeconomic status (Yoder, 2000).  
Marcia’s paradigm delineates four identity statuses based on the amount of 






No commitment,  
Current exploration 
   No commitment,    
no exploration 
four statuses of the identity status paradigm are identity diffusion, identity foreclosure, 
identity moratorium, and identity achievement. Figure 2.2 from Cote and Levine’s (1988) 
examination of the identity status paradigm illustrates Marcia’s initial postulation of the 
statuses along an identity continuum.  




                                                                     







As Figure 2.2 illustrates, Marcia’s early writings suggest that identity status 
moves along a developmental continuum (e.g. contains bi-directional arrows). Marcia 
(1967) wrote of a continuum on which status can be ordered on the basis of the 
individual’s proximity to identity achievement. Marcia (1966) stated: “The 
interview…was used to determine an individual’s specific identity status; that is, which 
of four concentration points along a continuum of ego-identity achievement best 
characterized him” (p. 119).  However, his later publications were much more cautious, 
indicating that longitudinal studies suggested a sequencing of statuses (see, for example, 
Marcia, 1980). Waterman (1992) observed that Marcia’s model was not specific enough 
to qualify as a developmental theory because transitions in identity status were possible 
between two points in time. For example, in addition to a sequential progressive 
transition (e.g. M -> A), transitions may also occur from diffusion-> foreclosure; 
Commitment with a 




moratorium -> foreclosure; and/or moratorium-> achievement. To reach achievement, 
however, adolescents always have to pass through moratorium. As Meeus (1996) has 
noted, there is not necessarily a hierarchical transition from the lower statuses (identity 
diffusion, foreclosure) to the higher statuses (moratorium, identity achievement). Instead, 
identity development occurs along a series of variable pathways influenced, as Erikson 
initially theorized, by personal, personal-social, and social-structural domains (Schwartz, 
2001). These theoretical modifications have allowed for an extension of the model’s 
applicability. Because of these modifications, the model maintains support for its utility 
as a descriptive model of development. 
The model features four statuses, defined in the following manner: 
 Identity diffusion (D) indicates the adolescent has made no commitments 
regarding a specific developmental task and may or may not have explored 
different developmental alternatives in that domain; 
 Foreclosure (F) refers to the adolescent that has made a commitment (e.g. to 
an ideology) without exploration.  
 Moratorium (M) means that the adolescent is in a state of active exploration 
and has made no commitment or, at best, has an unclear commitment.  
 Identity achievement (A) signifies that the adolescent has finished a period of 
active exploration and made a commitment (Meeus, 1999, p. 420). 
 
The identity-diffused status is the least developed of all the statuses, and refers to 
a stage where individuals are typically apathetic and uninterested in actively exploring 




lack a basic identity structure that might “hold the person together” and afford her a solid 
basis for making choices and following a consistent life path (Schwartz, 2001). A 
diffused individual is generally low-functioning, lacks direction, or wastes opportunities 
presented to him/her. Adolescents in this status are often at-risk for a number of 
maladaptive behavioral outcomes including drug use and academic problems (Jones et al. 
1989; Berzonsky, 1985). For example, Jones and Hartman (1988) examined 
developmental differences in substance use among high school students in the southwest. 
Among their majority White sample (58.4%), significant experience differences were 
observed across ego identity status, regardless of substance type and grade level. Authors 
reported that without exception, the percentage of diffused adolescents who reported 
substance use exceeded comparable estimates for the achieved, moratorium, foreclosed 
and unclassified respondents. For example, a general comparison of diffused and 
foreclosed respondents indicated that diffusers were about twice as likely to have tried 
cigarettes and alcohol, three times as likely to have tried marijuana, four times as likely to 
have tried inhalants, and five times as likely to have used cocaine as foreclosers. Bishop 
et al. (2005) surveyed four hundred mostly White first year university students to explore 
the relationship between alcohol consumption and identity status. These investigators 
found that identity diffusers were heavy consumers of alcohol as measured by the AAAI 
(annual absolute alcohol intake). In addition, researchers analyzed retrospective data and 
found that although the trend was less pronounced, identity diffused high school students 
again emerged as the heaviest consumers of alcohol. These findings support the view that 




Several studies have also confirmed that the diffusion identity status is negatively 
correlated with psychosocial measures (Luyckx et al. 2010; Bishop et al. 2005; Dunkel, 
2000; Adams, Abraham & Markstrom, 1987). For example, Dunkel (2000) examined 
exploration in the identity construction process among a group of undergraduate 
psychology majors and found a lack of thought and confidence regarding positive 
prospects for the future among diffusers. Schwartz and colleagues (2011) examined the 
relationship between positive and negative psychosocial functioning, health 
compromising behaviors, and identity status among a sample of college students from 30 
U.S. universities. Those in the diffused status category scored lowest on measures of self-
esteem, internal locus of control, and all forms of well-being (satisfaction with life, 
psychological well-being, and eudaimonic well-being). Interestingly, some diffused 
participants searched for meaning in life but reported lower understanding of “life 
meaning” compared with other diffused counterparts. This suggests that in their sample, 
the diffused status can be subdivided into those who are actively trying to develop a sense 
of self (but are not able to explore systematically) and those who are simply not 
interested in issues of self-definition.  
The identity-foreclosed status refers to adolescents who have made a commitment 
to a set of goals without any meaningful exploration of alternative options or possibilities. 
The foreclosure status is associated with smug self-satisfaction, closed-mindedness, and 
rigidity (Marcia, 1980). Marcia (1995) noted that foreclosed individuals were extremely 
attached to their current circumstances and to the individuals who have put that 
circumstance in place (e.g. parents). Foreclosed individuals were resistant to change and 




foreclosed status, marked by its firm commitments, has consistently shown a high level 
of psychological well-being (Meeus et. al, 1999). Some investigators have suggested that 
this indicates that for a number of adolescents, foreclosure is an acceptable “end-point” in 
identity development; other researchers suggest that foreclosure is only a temporary 
resolution to the identity development conundrum. Kroger (1995) attempted to explore a 
resolution to question of the psychological well-being of foreclosed individuals in her 
longitudinal study of the foreclosure identity status among university student volunteers. 
The aim of the study was to differentiate between adolescents who were in the  “firm” 
and “developmental” foreclosure phases of identity development. Young people in “firm” 
foreclosure were more fixed (e.g. end-point youth) in their commitments; youth in 
“developmental” foreclosure moved  towards a moratorium position, marked by 
exploration (p. 319). The author hypothesized that “developmental” and “firm” 
foreclosure subjects would demonstrate intra-psychic within-status differences in their 
methods of coping with adolescent separation-individuation issues. Findings indicate firm 
foreclosure participants exhibited more nurturance seeking and seeking behaviors than 
their developmental counterparts. Further, greater openness to external exploration 
appeared to be associated with greater differentiation from commitments of internalized 
caretaking figures for “developmental” foreclosure subjects. These findings make an 
important contribution to the body of literature that focuses on examining the shifts 
between statuses, allowing for a greater distinction between those who are likely to 
remain arrested in their development and those who are “likely to move” forward (p. 334).  
Adams et al. (1985) found that among females, foreclosed women were more 




was previously supported by Josselson (1973) who found that foreclosed women 
maintained a regressive familial closeness. More recently, Josselson (1987) proposed that 
foreclosure results when young females adopt stereotypic gender roles and define the 
majority of their identity through their being in a relationship with a male. Palladino and 
Blustein’s (1994) examination of the contribution of family relationship factors to the 
identity formation process among college students lends further support to this line of 
inquiry. The authors found that women who experienced greater parental attachment (e.g. 
degree of mutual trust, quality of communication, extent of alienation) demonstrated 
more identity foreclosure (p.159). Moreover, parental attachment was a significant 
predictor of identity status, thus providing further support for the role of family in the 
identity development process. In that female sample, a strong relationship with one’s 
parents was positively associated with commitment to one’s ego identity; this was more 
prominently predictive of the foreclosure status than other statuses.   
The identity-moratorium status has been described as a more functionally 
complex status than diffusion or foreclosure because the individual is purportedly taking 
proactive steps to autonomously consider identity alternatives (Cote & Schwartz, 2002). 
Individuals are actively engaged in exploration to “try-on” potential roles and values for 
their “fit” (Schwartz, 2001; Kroger, 2007). Moratorium also tends to be the most 
temporary of the statuses, with individuals occupying it for less time than other statuses 
(Schwartz, 2001). The moratorium period has been shown to promote higher levels of 
anxiety than the other identity statuses (Kidwell et al. 1995) and uncertainty (Meeus et al. 
1999).  For example, Crocetti and colleagues investigated the relationship between 




examining different aspects of development, including identity, personal adjustment and 
interpersonal relationships (Crocetti et al. 2009). Among their sample of 1313 junior high 
and high school students in the Netherlands, investigators found that those in the 
moratorium status displayed high anxiety and high reconsideration of their commitments, 
as well as a high level of externalizing (e.g. such as aggression, substance use, 
delinquency) problem behaviors. The authors referred to this as the “dark side of 
moratorium,” as young people who experience this identity phase may often find it 
painful and troubling (p. 847). Similarly, Kidwell et al.’s (1995) examination of identity 
statuses among Minnesota high school students showed that those displaying high levels 
of exploration (e.g. moratorium status) were more like to demonstrate personality 
characteristics such as self-doubt, confusion, disturbed thinking, and impulsivity. 
The identity-achieved individual has experienced a thoughtful exploration period 
at the end of which meaningful commitments to his or her roles, values, and ideologies 
are made (Schwartz, 2001). This period is marked by testing, questioning, and successful 
resolution of questions of identity. Identity achieved individuals are characterized by 
critical and balanced thinking, development of deep interpersonal relationships, and 
effective decision-making (Marcia, 1994; Boyes & Chandler, 1992; Orlofsky, 1977). 
Grotevant (1997) described identity-achieved individuals as having done the most 
identity work of all the statuses. Young people who are identity achieved score highest on 
measures of intimacy and self-actualization, and lower on career indecision subscales 
(Vondracek et al., 1995; Dyk & Adams, 1987; Adams, Shea, & Fitch, 1979).  Further, 
achievement of identity has been empirically associated with, among other things, 




Adams, 1990; Orlofsky, Marcia, & Lesser, 1973); and give-and-take relationships with 
parents (Garrison et al., 1990). Achievement statuses have also been associated with 
positive psychosocial outcomes including high self-esteem, low levels of depression, high 
academic achievement, a high level of moral reasoning, and more adaptive psychological 
functioning in general (St. Louis & Liem, 2005; Kroger, 2000; Cramer, 1995; Skoe & 
Marcia, 1991; Aries & Moorehead, 1989; Peterson & Hamburg, 1986; Marcia, 1980).  
Identity Domains  
Identity statuses describe individuals both at the overall personality level and 
within any number of life content areas known as domains (Waterman, 1992; Grotevant, 
Thorbecke, & Meyer, 1982). It is assumed that identity may operate differently across 
domains and differently within individual domains than at the overall level (Grotevant, 
1993). Each theorist has selected some set of domains that s/he considers relevant. For 
example, Erikson (1950) first examined identity problems in the areas of occupational 
choice and ideological commitments. Marcia (1966) retained the occupational domain 
and redefined ideology as religion and politics. More recently, identity status theory has 
been extended into interpersonal domains, like friendship and dating (Grotevant, 
Thorbecke, & Meyer, 1982).  As Skorikov and Vondracek (1998) have noted, while there 
are many classifications of identity domains, all of them incorporate the domain of 
vocation. Empirical identity scholarship has demonstrated a link between domain-specific 
identity status classifications and behavioral outcomes, particularly in the areas of illness 
identity and vocational identity. This dissertation’s focus is on identity development in 





Identity Domain: HIV Identity 
A review of the literature reflects that little attention has been paid to adolescents 
with HIV with respect to HIV Identity development. Exceptions include Hosek, Harper, 
and Robinson (2002), Harper, Fernandez, Bruce, Hosek, and Jacobs (2011), and Carter 
(2005). Hosek et al. (2002) qualitatively examined how identity formation was affected 
by HIV disease among eight positive adolescents (5 females, 3 males) between the ages 
of 17 and 21. Young people fell into either diffusion or achievement identity statuses; the 
authors described the ways these identity statuses impacted participants’ responses to 
having HIV. For example, diffusers responded to their HIV status with “future futility” or 
an almost purposeful avoidance of exploring and thinking about their illness. Authors 
describe an apathetic approach to HIV represented by a thought process suggesting that if 
they did not think about the disease, it might actually disappear. On the other hand, 
achievers responded to their HIV status with thoughtful awareness. Two common themes 
among achievers was “thinking about thinking” which represented an understanding of 
the individual’s thought process as well as an acceptance that these beliefs or 
perspectives may make them different from others with HIV; and “personal growth”, or 
an active exploration of values and beliefs about HIV which made them stronger (p. 360). 
The authors concluded that there are vast differences in the ways that HIV can impact 
identity issues. Moreover, they highlighted the importance of future investigations, like 
the current study, that clarify the contextual factors, other than HIV, with which these 
adolescents present for treatment, especially the adolescents’ environmental backgrounds 




The role of multiple identities in adherence to medical appointments among HIV-
positive adolescents has also been examined (Harper et al., 2011). This study focused on 
gay/bisexual males and examined ethnic identity, sexual orientation identity, and identity 
as a young man living with HIV. The sample consisted of 200 mostly African American 
and Latino (85%) adolescent males between the ages of 16 and 24. Interestingly, these 
findings suggest that components of ethnic identity were negatively associated with 
adherence to medical appointments. That is, those adolescents with a stronger connection 
to their ethnic identity were less likely to have missed an appointment during the prior 3 
months. Further, the “Morality of Homosexuality” items, which measured negative 
attitudes regarding the moral implications of same-sex attraction and behavior in general, 
was positively associated with engagement in care; those adolescents with more negative 
attitudes toward gay/bisexual people in general were more likely to have missed an 
appointment during the prior 3 months (p.7). The authors noted that HIV Identity among 
youth has been sparsely addressed in existing literature; they cite their study as one of the 
first investigations of the potential predictive role of HIV Identity for youth living with 
HIV (p. 7). These researchers suggest that there may be a non-linear relationship between 
HIV Identity salience and adherence to medical appointments; if young adults have not 
dealt with their HIV diagnosis and incorporated their status into their sense of self they 
may suffer negative consequences. On the other hand, if they identify too much with their 
HIV diagnosis, they may become overwhelmed, which could also negatively impact the 
ability to keep all medical appointments. A notable future direction for research outlined 
in these researchers’ conclusions is the use of qualitative investigations to better 




which identity may influence engagement in care, further highlighting the timeliness and 
significance of this dissertation.   
The literature has recognized only one instrument that has been developed to 
assess HIV Identity among adolescents at the time of this writing. The “HIV-Positive 
Identity Questionnaire” developed by Carter (2005) as part of a doctoral dissertation 
examines HIV-Positive Identity Salience and HIV-Positive Identity Valence (p. 20). The 
HIV-Positive Identity Salience scale measures how central being HIV-Positive was to an 
adolescent’s self-concept. This scale included response items such as “I frequently think 
about what being HIV+ means to me”; “Knowing that I am HIV+ affects the way that I 
see myself”; and “I have changed the way I take care of my health as a result of being 
HIV+”. The HIV-Positive Identity Valence scale assessed how positive or negative 
individuals felt about being HIV-Positive and included items such as “I fear that being 
HIV+ might ruin my life”; “Knowing that I am HIV+ pushes me to work harder”; and 
“While I would not have chosen to be HIV+, being HIV+ has led me to make positive 
changes in my life” (p. 137). Among Carter’s sample of 52 HIV behaviorally infected 
adolescents, HIV-Positive Identity Salience was positively associated with perceived 
stigma, and HIV-Positive Identity Valence was positively associated to optimism and 
negatively related to HIV-related stigma and depression. Adolescents in that study had an 
average time since diagnosis of roughly three years and were relatively healthy. The 
author concluded that for some young people, the relatively recent time since diagnosis 
may mean that they have not had time to effectively deal with their status. There was also 
a high degree of stigma in the researcher’s sample, suggesting that stigma remains a 




The three aforementioned studies represent the extent to which scholarly attention 
has been paid specifically to the construct of “HIV Identity” among adolescents. 
However, a body of literature has emerged that examines identity development among 
adolescents with other chronic or life-threatening illnesses (Gavaghan & Roach, 1987; 
Thompson et al., 1993; Sayer et al., 1995; Wallander & Varni, 1995). For example, in 
one examination of compliance in adolescents with epilepsy or diabetes, (Chigier, 1992) 
explored the range of feelings that adolescent patients experience, including anger, 
mourning, and guilt, and demonstrated that chronic illness often causes a feeling of 
flawed identity in adolescents. Rainey (1982) concluded that adolescents with cancer had 
difficulty achieving a sense of identity because their illness forced them to remain more 
dependent on their parent or guardian. Normal socialization with peers was limited by the 
constraints of the disease, and planning future goals was difficult due to the uncertainty 
of disease progression.  
Research exploring various chronic illnesses has shown their negative effects on 
developmental issues during adolescence. For example, Sayer Hauser, Jacobsen, Willett, 
& Cole (1995) focused on the concept of ego development, exploring the longitudinal 
development of adolescents and young adults with diabetes as compared with a healthy 
control group. Their findings suggest that young people with diabetes expressed 
consistently lower levels of ego development across early adolescence, mid-adolescence, 
and most markedly, in young adulthood. The authors concluded that the demands of 
diabetes self-care challenged a young person’s ability to become autonomous; the 
growing awareness of long-term complications of diabetes may be experienced as a 




Roach (1987) compared ego identity development in adolescents with cancer to healthy 
controls and found that adolescents with cancer had significantly “lower” identity 
development levels, primarily Foreclosure and Diffusion.  
Buchbinder and colleagues (2005) explored the illness experiences of adolescents 
with insulin-dependent diabetes using visual illness narratives and interviews. Authors 
analyzed videotapes to explore patterns of behavior, interpersonal interactions, and 
psychological disposition towards diabetes. Findings illustrated the substantial impact of 
diabetes on family life. Additionally, their study found support for a positive association 
between parental involvement and metabolic control. With regard to peer relationships, 
respondents explained that friends showing concern also felt stigmatizing. These 
researchers concluded that: “…diabetes renders them as ‘other’ during a time in their 
lives when they are intensely self-conscious and in which conformity is a survival skill, 
indicating the potent influence that diabetes can have on adolescents’ psychosocial 
wellbeing” (p. 12). 
While some literature has established a link between chronic illnesses and 
negative developmental outcomes, this body of research is not conclusive. For example, 
Pfeiffer and Pinquart (2011) compared the achievement of developmental tasks by 
adolescents with visual impairments to that of sighted adolescents and found that these 
groups did not differ in the fulfillment of 9 out of 11 tasks. Authors administered a 
modified version of the Developmental Task Questionnaire (Seiffge-Krenke et al., 1984) 
which included developmental tasks such as identity development (I have clear ideas 
about how I want to live my life); career choice (choosing a future profession); 




friendships (having a good friend with whom I can talk about almost anything). 
Developmental differences were found only in peer group integration and forming 
romantic relationships. Similarly, Dovey-Pearce, Doherty and May (2007) explored the 
influence of diabetes on the psychosocial development of adolescents in the United 
Kingdom. Qualitative interviews were used to explore participants’ accounts of the 
impact of their diagnosis upon the self, social interactions and self-concept, and 
integrating life-long concepts into the self. Authors concluded that while diabetes can 
impact personal identity and self-concept, negative effects could be buffered through peer 
support, especially if young people controlled the disclosure of their illness. They further 
cautioned that while participants displayed good coping skills and a lack of emotional 
difficulties, the interactions between diabetes, developmental challenges and 
psychological well-being are complex and vary between individuals and across time.  
 
Identity Domain: Vocational Identity  
The development of a vocational identity is integral to the identity formation 
process, and it has been associated with positive outcomes and behaviors for adolescents 
(Blustein, Devenis, & Kidney 1989). Indeed, as Erikson (1968)  has noted, it was “the 
inability to settle on an occupational identity which most disturbs young people” (p. 132). 
Erikson concluded that the determination of career aspirations represents one of the 
central challenges of the identity development process during adolescence. Although the 
literature has established the importance of educational and vocational pursuits and 
desires as a central developmental task during adolescence, the impact of vocational 




notable exception is Lightfoot (1997) whose doctoral dissertation examined career 
development among 152 HIV-positive youth between the ages of 14 and 25. The stated 
purpose of Lightfoot’s investigation was three-fold: 1) to examine the relationship 
between coping strategies and career decision and planning; 2) to investigate the 
relationship between emotional distress and career decision and planning; and 3) to 
examine the relationship between HIV-risk (e.g. drug and sexual behavior) and career 
development and decision (p.8). The author’s findings demonstrate that positive coping 
was related to higher levels of career planning; adolescents who were higher in their 
career indecision were less likely to have used substances in the past three months, 
suggesting a behavioral and action-oriented link between thinking about one’s career and 
HIV-coping strategies. The author concluded that lower career planning scores for HIV-
positive youth might suggest that this population used negative coping excessively, 
representing a need for formal career interventions to assist youth in making meaningful 
career choices. Further, the relationships between career planning and positive coping to 
lower emotional distress also suggested that the impact of HIV could potentially be 
tempered by influencing career planning.  
While vocational identity has not been fully examined among youth living with 
HIV, several researchers have identified vocational rehabilitation as a promising direction 
for organizations serving youth living with HIV. For example, one group of practitioners 
added vocational rehabilitation to their set of services when they found that 
improvements in medication had renewed youth living with HIV’s hopes of a future 
(Bettencourt et al. 1998). Similarly, DeRosa and colleagues reported that homeless and 




those available would increase their overall service utilization (De Rosa, Montgomery, 
Kipke, Iverson, Ma, & Unger 1999).  
Vocational identity development has been shown to have an impact on behavior 
among other adolescent populations. For example, in an eight year longitudinal study of 
school drop-out and educational aspirations among 722 adolescents, investigators found 
that a lack of education plans significantly predicted dropping out of high school before 
graduation (Newcomb, Maddahian, & Bentler, 1986). Researchers emphasized 
motivation and desire for education as a means of predicting positive outcomes and 
behavior. Kerpelman, Eryigit, and Stephens (2008) examined the future education 
orientation of 374 mostly female African American students (59%) in a southern public 
school. Findings demonstrated the importance of perceived parental support on achieving 
academic goals, especially the integral role of mothers for adolescent future educational 
orientation (p. 1005). In “First Comes Work, Then Comes Marriage: Future Orientation 
among African American Young Adolescents” authors McCabe and Barnett (2000) 
employ a mixed-methods approach to examine thoughts about future careers among 72 
at-risk adolescents. The urban low-income minority youth in their study had better 
developed ideas and plans about their future careers than about their future romantic or 
family relationships. These authors report that overall, youth had a level of sophistication 
in planning for their careers and were less sure that their personal lives would be 
successful. The authors of this exploratory study caution that a substantial number of 
minority youth may be unrealistically optimistic about their future careers, such as 
believing that they will become famous or a professional sports player. These “fantasy” 




risk for disillusionment and alienation later in life when they find that their career plans 
are unattainable (p. 69).  
The above scholarship establishes a link between the identity status paradigm, 
illness and vocational identity domain areas, and psychosocial and behavioral outcomes 
among adolescents. Despite its wide applicability to issues of adolescent identity 
development, Marcia’s identity status paradigm is not without its critics. The next section 
outlines the model’s limitations as asserted by Van Hoof (1999) and Cote and Levine 
(1988).  
 
Limitations of the Identity Status Paradigm 
 The identity status paradigm continues to be widely used in the assessment of ego 
identity development, yet during the last three decades, it been criticized for its apparent 
lack of theoretical foundation and for not fully capturing Erikson’s conceptualization of 
ego identity. This section presents the limitations of the paradigm as outlined by Cote and 
Levine (1988) and van Hoof (1999).  
Cote and Levine (1988) outlined the critical arguments challenging the 
assumptions of the identity status paradigm, notably citing its divergence from Erikson’s 
conceptualizations. These authors describe the “conceptual hiatus” that separates what 
they characterize as an inappropriate use of Eriksonian terminology (p. 147). The first 
terminological error underscored is Marcia’s use of “identity achievement,” a term 
Erikson never used (p. 158). Cote and Levine contend that “identity achievement” is 
terminology Erikson frowned upon, citing his statement that “identity is never established” 




through a continuing task of mastering social experience. A second terminological 
inconsistency outlined by Cote and Levine pertained to Marcia’s use of the concept of 
“commitment” and its relationship to identity formation. Via the status typology, 
commitments are expressed by these individuals are viewed to be “firm,” that is, more or 
less lasting or permanent as opposed to short-lived or transient (p. 154).  This too is 
inconsistent with Erikson’s view that commitment, particularly during the late adolescent 
stages, is actually “more often temporary role experimentation” or transitory, itself a 
further illustration of Marcia’s overly restrictive concepts (p. 170). These authors 
conclude that the paradigm had not engaged in a sufficient conceptual analysis of the 
essential features of the constructs. The solution offered by these authors for future 
applications of the paradigm is to seriously consider “social psychology which is 
psychoanalytically sophisticated” (p.181). Approaches like the emergent typology 
developed in this dissertation that fully integrate sociological and psychological 
perspectives to bring them to bear on the issues of adolescence are needed.  
A second major critique was developed by Van Hoof (1999) who called for a 
fundamental revision of the identity status paradigm and a “qualitative change in identity 
theory and research” (p. 622).  Van Hoof’s underlying argument is that Marcia’s 
definition of identity contains different elements of the construct of ego identity than his 
identity status model. She furthered that the identity status paradigm held contradictory 
views regarding development, namely, “along with the claim that there is no 
developmental continuum underlying the statuses, ideas are also presented on 
developmental (continuum-like) hypotheses” (p.497). In support of the previous critique, 




Erikson’s theory, yet such presentations do not acknowledge the limited association 
between the statuses and Erikson’s theory. van Hoof’s criticism also centers around the 
convergent and discriminant validity of identity status measures, especially objective 
measures that provide continuous statuses scores as well as nominal classifications 
(Berzonsky & Adams, 1999). In their review of longitudinal studies among university 
students tested 3 or more times, Berzonsky and Adams (1999) noted changes in status 
classifications were significantly more likely to be observed than stability. However, 
these authors agreed with van Hoof’s criticism that status regression and fluctuations are 
observed so that it may no longer be useful to postulate an invariant sequence of identity 
stages. They conclude that while a re-evaluation of the paradigm is warranted, it is 
nonetheless “still useful after 35 years” (p. 557). 
A final and noteworthy critique of the paradigm is offered by St. Louis and Liem 
(2005) in their study of the psychosocial well-being of ethnic majority and minority 
college students:  
…although a significant body of research has shown that the successful 
attainment of an ego identity predicts adaptive functioning among White middle-
class youth (Cramer, 1995; Skoe & Marcia, 1991; Waterman, 1982; Waterman, 
Geary, & Waterman, 1974), few studies have examined the role of ego identity in 
the psychosocial well-being of ethnic minority youth (Aries & Moorehead, 1989; 
Phinney & Alipuria, 1990). Even more limited is the literature linking ego identity 
to ethnic identity development among individuals from diverse ethnic and racial 
backgrounds (Branch, Tayal, & Triplett, 2000; Markstrom & Hunter, 1999; 
Miville, Koonce, Darlington, & Whitlock, 2000). (p.228).  
 
They continue, “research studies that are based on the Eriksonian paradigm, as 
conceptualized by Marcia (1966), have focused primarily on White middle-class youth”  
(p. 230). This view is further supported by Schwartz (2001) who has criticized both the 




Schwartz has called for identity theory to move beyond the status approach, and for “a 
pressing need to include non-Whites in identity research (p. 297).  
This section of the review has: 1) established that Erik Erikson, the “father” of 
modern identity scholarship proposed identity as a fluid, ongoing process of self and 
social understanding that begins in adolescence and continues throughout the life course; 
2) introduced James Marcia’s (1966) identity status typology, the most widely utilized 
paradigm in empirical investigations of identity development; 3) presented literature that 
supports the relationship between identity status and behavioral outcomes, including 
promising scholarship that establishes a relationship between behavioral outcomes and 
two specific identity domains (i.e. HIV Identity and Vocational Identity); 4) outlined the 
major critiques of the status paradigm which include its methodological narrowness (e.g. 
focus on university samples, middle-class populations) and divergence from Erikson’s 
initial postulations.  
A pressing need for a revised typology that adopts the strengths of the Marcia’s 
paradigm while simultaneously addressing its conceptual weaknesses (e.g. lack of 
attention to contextual factors) has been identified. The emergent typology developed in 
this dissertation achieves this objective by incorporating Pierre’s Bourdieu’s (1990) 
habitus as a theoretical perspective and analytic tool with which to examine the structural 
constraints and facilitators of identity development among youth living with HIV. The 
next section introduces the relevant features of Bourdieu’s theory of practice, including 






Pierre Bourdieu: An Introduction 
Pierre Bourdieu (1930-2002) is widely regarded as one of the most influential 
social theorists of the twenty-first century. Bourdieu’s sociological examinations were 
informed by several disciplines, including philosophy, anthropology and education, to 
form a unique approach to the study of the social world and human action. His work has 
been described as an ongoing critique of positivism, phenomenology, Marxism, and 
methodological individualism, amongst other theories and concepts (Swartz, 1997). 
Combined, Bourdieu’s inquiries represent a sustained focus on: 1) the relations between 
culture, power, and social inequality; 2) blending rigorous theory with systematic 
observation; and 3) recognition of the “double reality” of the social world that is 
composed of distribution of material resources and social positionings on the one hand, 
and the embodied classifications through which persons subjectively experience the 
world on the other (Bourdieu & Wacquant, 1992). 
Bourdieu’s considerations provide a useful framework for studying the identities 
of young women living with HIV. Like all individuals, HIV-positive youth can be viewed 
as interacting in a number of “fields” where meanings are inscribed and positions within 
various social hierarchies are internalized. Through these social processes, individuals 
develop a sense of who they are and where they fit in various contexts. For Bourdieu, it is 
through the habitus, or the deep inscription of the social world into the body, that identity 
is established and expressed. Habitus is an embodied and taken for granted understanding 
of the social world that structures thoughts, perceptions, and actions that in turn 
unintentionally reproduce enduring social hierarchies and inequalities (Reay, 1995). This 




discussion of the applicability of these concepts for the exploration of identity 
development among young women living with HIV. 
Habitus, Field, and Capital 
Bourdieu’s sociology of practice was developed to account for a hybrid activity of 
socially shaped strategic, individually-constituted, personal practice which then formed 
common trends (Grenfell, 2008). His theory of practice argued that individuals, through 
repeated exposure to particular social environments (and their associated roles, 
relationships, behaviors), develop dispositions attuned to regularities in the familiar world 
that incline them to certain actions and interpretations (Gibson, 2006). Bourdieu (1994) 
stated, “all of my thinking started from this point: how can behavior be regulated without 
being the product of obedience to rules?” (p. 65). The question he posed was intended to 
reconcile the debates between social structure and individual agency. Habitus was a 
concept developed to account for both the regularities observed in human practices and 
what he posited as their deeply logical and strategic nature. Bourdieu viewed the concept 
of habitus as central to his aim of developing a theory of action that destroys these 
antimonies: 
...the notion of habitus aims at eliminating: finalism/mechanism, explanations by 
reason/explanation by causes, conscious /unconscious, rational and strategic 
calculation/mechanical submission to mechanical constraints. (1990; p. 107) 
 
Bourdieu cited as one of the privileges of the dominant class their ability to bypass 
“rational calculation;” all they needed to do in order to attain the goals that best suited 
their interests is follow their dispositions. These “naturally” generated practices are then 




rather, there is an interaction between a habitus and a field, the external circumstances in 
which an individual finds herself.  
Borudieu’s (1994) formal definition of habitus was as a property of social agents 
(e.g. individuals, groups, or institutions) that comprised a “structured and structuring 
structure” (p. 170). The habitus is acquired through socialization; accordingly, the habitus 
always reflects the social conditions under which it was formed: 
The conditioning associated with a particular class of conditions of existence 
produce habitus, systems of durable, transposable dispositions, structured 
structures predisposed to function as structuring structures, that is, as principles 
which generate and organize practices and representations that can objectively be 
adapted to their outcomes without presupposing a conscious aiming ends or an 
express mastery of the operations necessary to attain them. Objectively “regulated” 
and “regular” without being in any way the product of obedience to rules, they 
can be collectively orchestrated without being the product of the organizing action 
of a conductor. (Bourdieu, 1980, p. 53)  
 
There are a number of properties and features of the habitus outlined in 
Bourdieu’s description. The habitus is formed through experience, or repeated exposure 
to a particular set of social conditions. Habitus is “structured” by one’s past and present 
circumstances, such as family environment and educational experiences. It is “structuring” 
in that an individual’s habitus helps to shape their present and future practices. It is a 
“structure” in that it is systematically ordered rather than random or un-patterned (Swartz, 
2002). According to Bourdieu (1990), this “structure” comprises a system of dispositions 
that inclines a person toward particular predictable behaviors, feelings, and attitudes in 
given contexts (p. 7). These dispositions are neither reflective nor automatic, but instead 
are the result of the interplay between individual decision-making and relevant social 
structures. Finally, it is a “structuring structure” because a person’s beliefs, values, 




described this as “virtue made of necessity” meaning that the dispositions people acquire 
reflect more or less accurate readings of the possibilities, limitations, and freedoms 
inherent in their social conditions. Through sustained social experience, individuals come 
to a “realistic” sense of their place in their social contexts and adjust their expectations to 
what is likely or unlikely for someone in their position (p. 9). Said another way, an 
individual’s behaviors, attitudes, and values tend to reflect their positions in the social 
hierarchies in which they are immersed without consciously “choosing” these practices 
(Reay, 2005).  
For example, habitus has been used as an analytic tool in medical sociology to 
demonstrate linkages between health disparities and structurally-determined 
socioeconomic advantages and disadvantages. Angus and colleagues utilized a focus 
group methodology with urban and rural community members in Ontario who were at 
high absolute risk for or had been diagnosed with coronary heart disease (CHD) to 
examine habitus, stress, and the body (Angus, Rukholm, Onge, Michel, Nolan, Lapum, & 
Evans, 2007).  The investigative team described habitus in their study as forming the 
pivotal link between the person and place. Authors focused on participants’ “stress talk,” 
which revealed the impingements of the social world and resulting constraints on health-
related activities in everyday places (p. 1088). Respondents described the ways in which 
social positions in their workplaces, transitional spaces, gendered situations, and 
exclusions supported or constrained health-related activities. For example, respondents 
described the contexts of their work lives in terms that reflected the body’s deep 
involvement in workplace structures of social positionality. Those who occupied a 




relations that regulated their bodily activities into a pattern. One prominent habitual 
practice deeply associated with feelings of stress was “rushing” or structuring daily 
routines according to “working hours,” thus linking activities in the private or local 
sphere of the individual with coordination of institutional operations (p. 1088). The 
authors conclude: “Habits and practices linked with stress by participants were 
enduringly associated with these contexts, suggesting that place, body, and health are 
inseparable and co-constituted” (p. 1100). 
Bourdieu connected habitus to practice in the following manner: “The genesis of a 
system of works or practices…arises from the necessary yet predicable confrontation 
between the habitus and the event.” As Reyna (2002) states, “It is not so much habitus 
that produces practice, because when confrontation actually occurs, it is between the 
second nature of habitus, practical sense, and events; and it is this practical sense that 
actually causes practices” (p. 33). For Bourdieu, the practical sense is the unconscious 
adjustment to the demands of a field involving a “feel for the game.”  He utilized the 
analogy of a goalie who knows instinctively how to act when a ball is flying towards the 
net without thinking through all the actions of the body. The action has elements of both 
intentionality and improvisation that are mediated by circumstances such as where the 
players are, the speed of the ball, or personal style. Although the goalie’s action is guided 
by an embodied feel for the game, it is not based on explicit or conscious reasoning. As 
Bourdieu stated, individuals “do the only thing to do” following intuitions that are the 
product of a lasting exposure to the conditions in which they live. It is important to 
highlight that the habitus does not operate alone. Bourdieu is not suggesting that 




Instead, habitus shapes social dynamics within the context of different and relatively 
autonomous fields of human action (Williams, 1995). The habitus is situated in place and 
time in both material and temporal contexts (Bourdieu, 1997, p. 137). Individuals who 
share a similar set of objective conditions (e.g. social or economic class) will share a 
number of dispositions or a “group habitus” and exhibit predictably similar behaviors 
(Bourdieu, 1990). The group dispositions that Bourdieu most stressed were a sense of 
place in the social order, and an understanding of inclusion and exclusion in the various 
social hierarchies (Swartz, 1997). These dispositions do not occur in a social vacuum, but 
in structured social contexts, or fields. Further, the dispositions of habitus draw on types 
of power resources, or capital.  
 The notion that the social world is only understandable through relational thinking 
grounds Bourdieu’s concept of field. In Bourdieu’s view, social space is defined by the 
juxtaposition of social positions, the mutual exclusion or distinction of one person, or 
group of similar persons from another. This hierarchy distinguishes individuals from one 
another according to their social positions, which signify power and status. Fields can 
consist of institutionalized forms of power such as politics or religion, but more informal 
social fields like the art world are also possible (Bourdieu, 1993). Further, fields are 
social situations or structured spaces in which actors compete against one another for 
valuable resources. Fields offer limitations and opportunities independent of the 
resources brought by actors to situations. One could consider, as this dissertation does, 
the adolescent clinic where young women receive services as a field, with its own set of 
resources (e.g. medical services, psychosocial counseling) where actors compete against 




significant advantages, like reduced wait time in the clinic or an appointment with a more 
senior counselor rather than a counseling intern.  
  All agents within a particular society have an objective position in social space in 
light of their portfolio of economic and cultural capital. Power and dominance are drawn 
not only from possession of material resources but also from possession of cultural and 
social resources (Crossely, 2001). Capital is valuable precisely because we value it. 
Bourdieu’s primary types of capital are cultural, social, and symbolic (Bourdieu, 1986). 
Cultural capital refers to any knowledge, skill, or a credential that is valued in a particular 
field. As Wainwright and Turner (2004) demonstrated in their study of balletic bodies, 
embodied dispositions such as manners or comportment are forms of cultural capital, as 
are institutionalized markers such as titles or degrees. Social capital consists of access to 
and membership in groups and networks. Like all forms of capital it has an exchange 
value such that “knowing the right people” enables access to other goods. Using this 
theory, length of time in care could operate as a form of social capital in the clinic 
enabling a young person to tap into their established relationship with a provider to gain 
access to coveted resources (e.g. selection as a youth advocate or the last spot in a clinical 
trial). Symbolic capital (e.g. prestige, honor, attention) is capital in any form that is 
recognized as having value through a collective mis/recognition of its arbitrary nature 
(Bourdieu, 1990). Symbolic capital engenders a sense of inferiority in others who look up 
to those who have that power. For example, Glenn (2008) demonstrated how light or fair 
skin operates as a form of symbolic capital through her analysis of the growing and 
widespread practice of skin-lightening in India. The author demonstrated that there exists 




companies whose media campaigns link light skin with modernity, social mobility, and 
youth (p. 281).  In other instances symbolic capital is tied to categories of perception 
based on enduring albeit arbitrary judgments that perpetuate inequalities. Symbolic 
violence occurs when a holder of symbolic capital uses the power against an agent who 
holds less, thereby marginalizing the agent. For example, in their study of African 
American girls in an elite high school authors Horvat and Antonio (1999) demonstrated 
how race and class operate in a habitus of White and wealthy privilege. Their qualitative 
findings reveal that students from a dissimilar habitus (in this case, African American, 
non-wealthy) experienced symbolic violence in the form of painful social exclusion 
based at least in part, on school uniform shoes that were out of code. The authors 
concluded that privileged students operated with what was first described by Cole (1980) 
as “narcissistic entitlement”, feelings that they will receive “an inheritance the world is 
expected to provide” (p. 326). The failure of the majority students to recognize the class 
and racial diversity within the school was a tremendous psychological weight on the 
African American girls who were relegated to the status of “Others” in their school 
environment (p. 336). 
Capital confers power and status, the possession of which, both volume and type, 
determines one’s position in various fields. The relationship between these concepts can 
be summarized using Bourdieu’s equation:  
[(habitus)(capital)] + field = practice 
Maton (2002) characterized the above formula as the approach to condensing the 
idea that “practice results from relations between one’s structured and structuring 




the current state of play of struggles in that social arena (field)” The understanding of a 
social field and its properties as “given” or natural” (rather than constructed and 
historically reproduced) is termed doxa. More specifically, doxa refers to the 
“taken‐for‐granted, unquestioned, spontaneous, and commonsensical understandings that 
prevail” across that space; the consequences of violating these properties can be grave 
(Emirbayer & Williams, 2005). Emirbayer and Williams (2005) explored features of 
doxa in homeless shelters in New York City. “Good clients” were those who followed the 
prevailing doxa of the shelter; treated the shelter with “grateful reverence” by keeping it 
clean; complained only when necessary; and framed complaints as suggestions. 
“Challenging clients” were those who violated the doxa of the shelter through making 
negative statements about shelter facility or staff; treating the facility like a prison; being 
loud and disruptive; or frequently complaining about the quantity and quality of services. 
A “challenging client” who violated the doxa of the homeless shelter often lost access to 
staff-sanctioned capital, like valuable housing opportunities or other privileges such as 
food at non-meal times or access to telephone communication (p. 708). This discussion of 
strategic practices is used as a foundation for the further examination of identity. 
 
The Utility of Habitus for Identity Investigations  
While there are aspects of identity that may be internally defined, and therefore a 
consequence of agency, the scope of those choices are restricted and affected by social 
structure, thus any consideration of identity must take this into account (Karlsen & 
Nazroo, 2002). Individual decisions about who one is, while appearing to be unbounded 




(Bourdieu, 1977). A key feature of habitus is that it is expressed through durable ways of 
standing, speaking, and thereby of feeling and thinking (Bourdieu 1990). Throughout 
Bourdieu’s works there are many references to the ways in which differences in habitus 
resulted in different ways of talking, eating, walking and exercising. The ways 
individuals treat their bodies “reveals the deepest dispositions of the habitus” (Bourdieu, 
1984, p. 190).  To use the plain language of Maton (2012):  
…habitus focuses on our ways of behaving, thinking, feeling, and being. It 
simultaneously captures how we carry our history into our present circumstances, 
and as a result how we make choices to act in certain ways in some circumstances 
and not others. At any given moment, we are faced with a variety of possible 
forks in the path, or choices of actions and beliefs, a key feature that is 
particularly relevant to the study of identity is that habitus acknowledges that our 
range of choices depends on our current context (the position we occupy in a 
social field) but at the same time which of these choices are visible to us and 
which we do not see as possible are the result of our past journey, for our 
experiences have helped shape our vision. Which choices we choose to make, 
therefore, depends on the range of options available at that moment (thanks to our 
current context), the range of options visible to us, and on our dispositions 
(habitus), the embodied experiences of our journey. Our choices will then in turn 
shape our future possibilities, for any choice involves foregoing alternative and 
sets us on a particular path which further shapes our understanding of ourselves 
and the world. The structures of the habitus are thus not set but evolve. 
 
Thus, to understand practices, particularly those related to identity development, we need 
to understand both the evolving fields within which social agents are situated and the 
evolving habituses which those social agents bring to their social fields of practice 
(Bourdieu, 1990; 1993b). 
Habitus enhances our understanding of the social-structural components of 
identity development that operate alongside the HIV diagnosis. The habitus (behaviors, 
dispositions) developed by young people in this sample may be facilitated or constrained 




absence of economic, social or cultural resources, the limited fields that the young people 
in this sample access may ultimately hinder their identity formation.  
Yoder (2000) addressed this point in an article discussing barriers to ego identity 
status formation. The concept of “barriers” provides a means by which to describe 
external influences on exploration and commitment processes that limit individual 
developmental options. Barriers included parental domination, educational opportunities, 
and childhood socioeconomic status (Yoder, 2000). In socioeconomically disadvantaged 
communities like the ones from which several in the current study’s sample are drawn, 
opportunities and resources are greatly limited and there are few positive role models 
(Archer, 1992; Rotheram-Borus & Fraser-Wyche, 1994; Spencer & Markstrom-Adams, 
1990). Under such circumstances, it may be more difficult to develop an identity because 
there are fewer opportunities to explore a variety of options and choose the path best 
suited to one’s skills and needs (Lewis, 2003).  
Arnett (2000) has suggested that identity exploration is limited to cultures in 
which economic situations foster the luxury and freedom to explore multiple alternatives 
in one’s domains. Galambos and Martinez (2007) referred to the freedom to explore 
lifestyle options as “a pleasure for the privileged” (p. 109). They contend that for many 
Latino American youth confronted with poverty and inadequate educational and 
occupational opportunities, identity exploration will occur quite differently, if at all. As 
Waterman (1992) notes, one’s environment may constrict the array of prospective 
choices that one is able to investigate, thereby prematurely limiting exploration and 




city youth with few career choices, low self-worth, and a multitude of financial barriers, 
developing a workable sense of identity is a “difficult and often impossible task.”  
Kools (1997) study of the foster care environment’s impact on adolescent identity 
formation demonstrated how children in foster care had impaired identity development as 
a result of the foster care environment being a context that lacks all essential resources 
for identity achievement. Kools concluded that few adolescents in foster care have the 
luxury of an exploratory period since they are deprived of support mechanisms for 
rehearsing new roles and identities. Further, adolescents are released from the foster care 
system at age 18 and are expected to survive independently far earlier than most of their 
non-foster youth counterparts. The premature thrust into independent living often 
occurred before the adolescent was developmentally prepared, resulting in identity-
foreclosure. Kools’ sample expressed fear, insecurity, and a lack of preparation for 
impending independent living. Without a socially sanctioned or supported time frame for 
identity exploration, the identity development of Kools’ sample was potentially damaged 
or foreclosed, which could have a negative influence on the achievement of subsequent 
developmental milestones. 
This section of the review has: 1) introduced Pierre Bourdieu’s theory of practice 
as an important piece of this dissertation’s conceptual framework for studying identity 
development among youth living with HIV; 2) demonstrated that habitus, field, and 
capital as the major tenets of Bourdieu’s theory of practice provide the ideal social-
structural tools to frame this analysis. 
The three sections of this review, risk factors that place young women of color at 




Bourdieu’s (1980) theory of practice provide an empirical and theoretical foundation for 
the conceptual framework of this dissertation, described next.  
Conceptual Framework: Towards an Emergent Typology of Identity Development 
Before introducing the conceptual framework of this dissertation, a review of the 
key terms employed may be useful. The key terms of this dissertation, along with the 
ways in which they are operationalized, are presented below in Table 2.2. The terms 
defined include: Identity, Exploration, Habitus, Family Environment, HIV Identity and 
Vocational Identity. 
Table 2.2 The Current Study’s Key Terms and Definitions  
Key Term  Definition 
Identity  
 
Refers to one’s sense of who one is (e.g. self-understanding), of one’s social 
location, and of how (given the first two) one is prepared to act (agency) 
(Brubaker & Cooper, 2000).  
 
Exploration  Exploration refers to problem-solving behavior aimed at eliciting 
information about oneself or one’s environment in order to make a 
decision about an important life choice (Grotevant, 1997). Exploration was 
made to varying degrees by young women based on a number of personal 
and contextual factors, and in light of their HIV status.  
 
Habitus “Our social practices as agents are usually the result of habitual schemas 
and dispositions (habitus), combined with various types of resources that 
we have accrued (capital) , and these forms of capital are then activated by 
certain structured social conditions (field) that they both belong to, and 




Families in this dissertation are diverse: connected and disparate; 
supportive and destructive; resource scarce and resource sufficient. The 
term family environment primarily reflects the socioeconomic and socio-
emotional resources of the family, including detailed descriptions about 
parenting dispositions (e.g. regulation, monitoring, and supervision) and 
emotional capital (e.g. trust, love, attention, care) in the context of the 
young woman’s home. 
 
HIV Identity Refers to the health related explorations of young women in three areas: 
sexual health, mental health, HIV health. Sexual health encompasses 
elements of young women’s sexual desires and behaviors (e.g. condom use, 
number of partners, intimate relationships, and related elements of risk). 
Mental health encompasses young women’s feelings about living with HIV, 
thoughts about the future, and general sense of well-being.  HIV health 
refers to utilization of medical and psychosocial services in the clinic, 
medication adherence, and views of the HIV community. 
 
Vocational Identity Career identity refers to: clarity and stability of educational and 
occupational preferences and having a clear and stable view of one's goal, 





Erikson (1950) emphasized that adolescents are all not equally successful in 
negotiating the task of identity formation. Some adolescents arrive at a clear and 
integrated identity while others end up in a state of identity confusion (Beyers & Cok, 
2008).  The primary focus of Erikson’s theory of identity was the interface of the person 
with the social and cultural context in which he or she functions. Yet the identity 
literature focuses almost exclusively on psychological perspectives of internal 
exploration and development. The conceptual framework of this dissertation, which 
bridges the aforementioned gaps in the literatre, is presented in Figure 2.3 below.  


















The impact of development context on identity formation has been largely 
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importance of conceptualizing identity formation as a process of personal- social-
contextual interactions (Beyer & Cok, 2008; Kroger, 2001; Yoder, 2000; Cote & Levine, 
1988). 
This conceptual framework reconsiders Erikson’s theoretical work to examine the 
intra-psychic and social contextual contributions to identity development. This is 
accomplished by integrating psychological and sociological contributions of James 
Marcia and Pierre Bourdieu, respectively. This conceptual framework considers identity 
development as a personal, social, and contextual endeavor.  The personal features of the 
model, represented by the color green, are informed by both Erikson’s and Marcia’s work 
on “explorations” and consider aspects of the core self. The personal aspects are 
psychological in nature and reflect the young person’s beliefs about their abilities, 
competence, appraisal of their own worth, and other psychological indicators (e.g. 
depression). The contextual features of the model, represented in aqua, are shaped by the 
field of the family. The downward arrow indicates that the habitus of the family is 
deposited into the individual to shape self-concepts. The family has specific forms of 
capital which are socioeconomic (e.g. money, health insurance, and other economic 
indicators) and socio-emotional (e.g. love trust, security, confidence) in nature. Core self 
acquires the family habitus through socialization. The social conditions (e.g. scarcity, 
abundance) help to shape young women’s practices. 
Young women bring these dispositions to the fields of the school and the HIV 
clinic. These HIV clinic and school fields, represented by red and blue, contain valuable 
resources. The resources of the HIV clinic may include medical doctors, support groups, 




and extracurricular activities. Each of these two fields may influence the formation of a 
domain-specific identity. For example, the HIV clinic may confer resources like a social 
work counselor to an individual, but that individual must make agentic assertions (e.g. 
attend counseling sessions) to achieve the associated benefits of resources in that field. 
Those agentic assertions establish a capacity for explorations, which in turn results in the 
development of an HIV Identity. As depicted by the black arrows, there is a feedback 
loop at the site of these interactions, between the field and identity and between the 
identity domain and the core self. This conceptual model explicitly considers exploration, 
agency, and structural resources as the key features of identity development.  
The conceptual framework of this dissertation was developed to investigate 
identity development processes among a sample of African American and Latina female 
adolescents and young adults living with HIV in New York City. The primary aims of 
this study were to: 
1) To investigate the circumstances of young women living with HIV, including 
the socioeconomic and socio-emotional features that shaped habitus; 
2) To examine identity development in two domains (HIV Identity and 
Vocational Identity) of young women living with HIV.  
 
This dissertation depicts the role of family habitus in shaping adolescent identity 
development; the role of the adolescent health clinic, when optimally performing, as a 
“high functioning family unit” that may facilitate an HIV Identity; and finally, the ways 
in which Vocational Identity informed by family habitus may shape future orientation 




Chapter 3 | Research Methods and Methodological Approach 
Introduction 
As has been established, there is a dearth of information about the lived 
experiences of HIV-positive young people who are disproportionately African American 
and Latino. Based on this scarcity of information, a group of researchers from Columbia 
University’s Mailman School of Public Health designed the parent study: “Coping and 
Adaptive Challenges among Young People Living with HIV” (NICHD, R01 HD 418191-
01) to explore the adaptive challenges faced by HIV-infected adolescents and their 
coping responses using qualitative in-depth interviews. Hereafter, this study will be 
referred to its more common title: “The Positive Challenge.” This dissertation is a 
secondary analysis of the young women’s data collected in that study. The first section of 
this chapter presents the research design and methodology of the parent study, including a 
narrative on how the research itself was conducted, a description of the recruitment 
strategy, and explanations of the timing and management of several aspects of the project. 
In the next section, the process and analytic approach to secondary analysis employed in 
this dissertation are presented. This section is followed by details on the current study’s 
approach and theoretical framework, informed by the epistemological assumptions of the 
psychological and sociological theories of identity status typology and habitus. Finally, a 
discussion of how the sources of data for this study were managed and analyzed, along 
with details on the systematic coding schema used to thematize the textual data, is 
presented.  
 




The Positive Challenge Study, the parent study of the current investigation, 
explored the adaptive challenges faced by HIV-infected adolescents and their coping 
responses using in-depth qualitative interviews. Minority youth from socioeconomically 
disadvantaged communities have been disproportionately impacted by the HIV-epidemic. 
Infected adolescents from these communities comprise a psychologically vulnerable 
population whose adjustment to illness may be compromised by several factors, including 
histories of physical and sexual abuse, parental neglect and other recognized risk factors 
for psychosocial morbidity (NICHD, R01 HD 418191-01). The many developmental 
challenges youth face as they transition from adolescence to adulthood may compromise 
their ability to successfully master the varied adaptive challenges posed by their illness, 
and vice versa. The Positive Challenge study proposed to extend the body of research that 
identifies adaptive tasks confronting individuals living with HIV and the coping 
strategies they employ in an effort to master those tasks. The study focused on the fastest 
growing segments of the adolescent population: minority youth infected with HIV 
through sexual and drug behaviors.  
A study's research objectives, as well as existing levels of understanding about the 
phenomenon under investigation, must dictate the methodology employed, not a priori 
assumptions about the inherent superiority of one method over another. A qualitative 
investigation is an appropriate and necessary first step toward describing and explaining 
adolescents’ adaption to living with HIV infection, given the dearth of information 
concerning the disease’s psychosocial impact on this population. The specific aims of the 
original study were to: 1) identify the principal illness-related adaptive tasks that HIV 




effort to master each of these tasks; 3) examine the specific role of substance abuse in 
their adaptive efforts and continued risk behavior; 4) examine the association between 
accomplishment of illness-related adaptive tasks and continued risk behavior and; 5) to 
examine how HIV infection in adolescents may interfere with or accelerate the 
accomplishment of age-specific developmental tasks (p. 33).  
 
Parent Study’s Design and Methods 
The Positive Challenge study employed sampling quotas, a representative case 
method sampling strategy, and a data analysis plan organized around thematic analysis. 
Informed by theoretical work on coping that emphasizes the importance of individuals’ 
appraisal processes, in-depth qualitative interviews were designed to elicit data about the 
kinds of primary appraisals young people with HIV/AIDS make about a variety of 
illness-related stressors (e.g. symptoms, treatment side-effects, disruptions in peer 
relationships, forming intimate relationships, disclosure, stigma) as well as their 
secondary appraisals of the kinds of resources they believe they can access in order to 
mitigate these stressors (NICHD, R01 HD 418191-01, p. 41).  
 
Parent Study’s Data Collection  
Data collection for the parent study took place between June, 2004 and February, 
2007. Focused individual interviews, developed by Merton et al. (1990), comprised the 
primary data-gathering technique. The focus of qualitative research is on understanding 
the meaning embedded in participant experiences through an open-ended, unstructured 




“Qualitative research is an inquiry process of understanding, based on distinct 
methodological traditions of inquiry that explore a social or human problem. The 
researcher builds a complex, holistic picture, analyzes words, reports detailed views of 
informants, and conducts the study in a natural setting” (p. 221). Validity and reliability 
of the data were maximized through quality control measures like ongoing evaluation of 
the quality of the data being collected, a carefully designed interview guide, and rigorous 
training in conducting focused interviewing techniques. Interviewers (including the 
current study’s primary researcher) were graduate students in the fields of public health 
and had significant prior interviewing experience. Interviewers also participated in an 
intensive group training program conducted by one of the investigators of the parent 
study (also this dissertation’s sponsor) and meetings to ensure the high quality of the 
interview data.   
Written informed consent was obtained from interviewees; parental consent was 
waived for those respondents under the age of 18 who were estranged or emancipated 
from their parent or legal guardian(s). Parental consent was also waived for those who 
had not disclosed their HIV status to their parent or legal guardian, so as not to violate the 
young person’s privacy. Once written and verbal consent were obtained, each young 
person completed a brief (approximately 25 minutes) audio computer-assisted self-
interview (ACASI) survey to elicit demographic and behavioral data, followed by a small 
battery of psychosocial measures collected for descriptive purposes.  Following the 
ACASI, each participant took part in an in-depth focused interview aimed at 
understanding her experience of living with HIV. The in-depth interview guide (See 




(health care utilization, medications acceptance and adherence, sexual behavior, 
disclosure, stigmatization, etc.) as well as developmental tasks of adolescence (peer 
relationships, emotional independence from family, romantic or intimate relationships).  
The interview took on average between 3 and 4 hours to complete (typically with several 
short breaks) and was audio-taped for later transcription. Although participants were 
offered the option of completing the interview in two meetings on different days, all 
chose to complete the interview in a single session. Each participant received $50 
compensation for their time and $8 in transportation vouchers. Follow-up interviews were 
collected approximately nine months later; however, this Time 2 data was not utilized in 
the current investigation. All interviews were recorded and transcribed verbatim; field 
notes were also completed after each of the interviews.  Subsequently, all transcribed 
interviews were entered into Atlas.TI, a data management software program that supports 
the organization and analysis of audio, textual, and visual data. No personal identifiers 
were used on audiotapes or transcriptions.  
 
Parent Study’s Eligibility Criteria and Sample 
Eligibility criteria for the original study were as follows: all study participants 
must 1) have tested positive for HIV antibodies or have been diagnosed with AIDS by a 
health professional; 2) reside in the New York City area; and 3) be between the ages of 
13 and 24. Study participants were recruited from five well known adolescent HIV clinics 
in the New York City area.  Each recruitment site provided comprehensive specialty 
medical and supportive ancillary social services to adolescents and young adults with 




American and Latina female youth between the ages of 16 and 24 who resided in New 
York City. Seventy-five percent (75%) of females described themselves as heterosexual, 
and 18% as bisexual. The mean age of the sample was 20.9 years old, with a mean age at 
diagnosis of 17.5 years old. Sixty-five percent (65%) of the sample described themselves 
as Black or African-American, 23% said they were Hispanic or Latino, and 11% 
identified as “Other”. Close to 31% were enrolled in school (full-time, part-time, or 
vocational training), and roughly 80% were unemployed.  More than half (54%) of 
participants reported currently being on highly active anti-retroviral treatment.  
 
Parent Study’s Human Subjects Protection 
The original study was approved by the Columbia University Institutional Review 
Board and the boards of collaborating institutions, and received a Federal Certificate of 
Confidentiality. Written informed consent was obtained from all participants at the time 
of the interview. All interviews and transcripts are identified by code numbers and kept in 
double locked files separate from any personal identifiers.   
 
The Current Study: Secondary Analysis of Qualitative Data 
There is a substantial literature to guide investigators on the secondary analysis on 
quantitative data; indeed as Heaton (2004) states, terms like “secondary analysis”; “data 
sharing” and “secondary data” have become synonymous with the re-use of statistical 
data sets. However, analyzing pre-existing qualitative data has grown in popularity since 




outlines the similarities in the ways in which qualitative and quantitative secondary data 
analyses have been defined: 
Defining the secondary analysis quantitative data: Any further analysis of an 
existing data set which presents interpretations, conclusions, or knowledge 
additional to, or different from, those presented in the first report on the inquiry as 
a whole and its main results. (Hakim, 1982) 
 
Defining the secondary analysis quantitative data: The use of an existing data set 
to find answers to a research question that differs from the question asked in the 
original study or primary study. (Hinds et al., 1997)   
 
As the stated definitions demonstrate, both qualitative and quantitative secondary 
data analyses have been conceptualized as methodologies which make use of pre-existing 
data for the purposes of investigating new questions or verifying previous studies (Heaton 
2004). Turner (1997) provides a formal definition of secondary analysis of qualitative 
data as:  
an analysis of qualitative data by one removed from the process with the purpose 
of either continuing the original research analysis, addressing different questions 
not addressed in the original research, or using different methods to address the 
original research questions. 
 
Turner’s definition guided this dissertation’s design, as well as the merits of and 
validity for the choice. There are several secondary analysis strategies outlined by 
Turner’s typology, among them “analytic expansion” originally proposed by Thorne 
(1990) in which the primary researcher uses the original database to progress to the next 
level of analysis or explore new and evolving questions as theory emerges. Another is 
“aggregates analysis” proposed by Eastbrook et al. (1994) which refers to the 
aggregation and syntheses of the findings (i.e. organizing data from multiple studies for 




The current study applied Thorne's (1994) “retrospective interpretation” 
technique wherein new or unanswered questions are explored from the data which were 
not fully examined or explained in the original research study (p. 47). This investigation’s 
examination of identity development in the context of HIV illness is most closely related 
specifically to aim five of the original study: “to examine how HIV infection in 
adolescents may interfere with or accelerate the accomplishment of age-specific 
developmental tasks.” As per the “retrospective interpretation” technique, two noted 
departures from this original aim which are incorporated into the current study are 1) the 
exploration of new questions not fully examined in the original study: a specific focus on 
identity and the creation of a new typology for identity development; and 2) the 
application of a new theoretical perspective: shifting from theoretical work on coping 
which guided the parent study proposal to the current’ study’s multidisciplinary focus on 
personal as well as structural influences on human agency.  
 
Strengths and Limitations of Secondary Analysis of Qualitative Data Analysis 
Heaton (2004) outlines the benefits of re-using qualitative data that posed several 
advantages for this study including accessibility, validation through triangulation, and 
economic viability.  For example, the data collected in the parent study involved the 
study of a rare event in the life cycle of the young people. Most of interviews took place 
within three years of the young person’s HIV-diagnosis. Secondary analysis in this 
dissertation study offered an opportunity to access this otherwise unique and scarce data. 
 The next advantage of secondary analysis applied in the current study is 




 Data triangulation: involves time, space, and persons 
 Investigator triangulation: involves multiple researchers in an investigation 
 Theory triangulation: involves using more than one theoretical scheme in the 
interpretation of the phenomenon 
 Methodological triangulation: involves using more than one method to gather 
data, such as interviews, observations, questionnaires, and documents. 
 
The current study’s secondary analysis provided theoretical triangulation by 
integrating a sociological theory previously unconsidered in the interpretation of a young 
person’s identity development in the context of their illness. Further, investigator 
triangulation occurred through the shift of primary analytic interpretations from the 
parent study’s principal investigative team to the current study’s primary researcher. 
These strategies in tandem add rigor, breadth, and depth to this investigation. Moreover, 
the economy of resources involved in a secondary data analysis cannot be overlooked. 
Qualitative research is often very time intensive - beginning well before the data 
collection (e.g. finding appropriate funding resources, gaining access to population under 
interest) and continuing after (e.g. analysis, verification, and dissemination) (Turner, 
1994). The parent study represents years of work by the primary investigative team; and 
considerable time, money, and personnel hours were saved through this secondary 
analysis of the existing data.  
As Heaton and others have observed, the problem of “data fit” is a major issue when 
considering the re-use of qualitative data (Heaton 2004; Dale et al., 1998). Data fit refers 
to the extent to which the content of the data set matches the nature of the inquiry. This is 
a concern that is especially pronounced with qualitative secondary analysis because the 
nature of such inquiries is generally driven by the researcher rather than by a standardized 
instrument. Heaton (2004) suggests that when weighing data fit, secondary qualitative 




that some topics are covered in more depth than others; 2) the degree of convergence 
between the questions posed by the secondary and original research; and 3) the extent to 
which the method chosen to collect the data complements the research question (p. 58).  
The current study minimized the potential limitations posed by these 
considerations through the selection of a research topic that was developed endogenously 
from the specific aims of the original study (Heaton, 2004). As mentioned above, this 
dissertation’s focus on identity development provides a supplementary analysis specific 
to aim five, which addressed how HIV infection may interfere with or accelerate the 
accomplishment of age-specific developmental tasks. To reduce the possibility of not 
having adequate data about the topic to be studied, the current investigator conducted a 
thematic reading of the in-depth interview guide utilized in the parent study. Table 3.1 
depicts the current study’s primary analytic foci and a sample of corresponding questions 
from the parent study’s interview guide. 
 
Table 3.1 Dissertation’s Main Areas of Inquiry and  
Sample Corresponding Questions from Interview Guide 
Current Study’s 
Primary Analytic Foci 
Sample Question from Parent Study’s Interview Guide 
Family structure and 
processes 
 
1. “What about your relationships with your family at that time?” 
2. “Who in your family were you closest to?” PROBE to find out basis for close 
relationship 
3. “Who in your family did you have the worst relationship with?” PROBE to find 
out basis for poor relationship. 
HIV Identity  1. In what ways has being HIV+ changed you as person? 
2. Has it changed how trusting a person you are? 
3. Has it made you a more optimistic or pessimistic person? 
4. Has it changed how you feel about yourself? In what ways? 
5. In dealing with your HIV, have you discovered good qualities about yourself 
that you didn’t know you had? 
 
Vocational Identity  
 
1. Have you set any goals for yourself in terms of a career or job you would like 
to enter one day? 
2. Have you done anything to learn about what kind of education or training it 
requires?  





As Table 3.1 shows, there was considerable congruity between the parent study 
and the current study; the thematic reading of the guide ensured that the analytic foci 
under secondary investigation were developed and refined to reflect topics that were 
systematically covered in the interviews. 
While the inclusion of these and other questions on the interview guide minimized 
concerns of the data “not being there”, it did not completely eliminate this limitation.  
Due to the varying skill level of the interviewers as well as the variable degree of rapport 
built with respondents, “the data do reveal that all aspects of identity were not 
systematically explored across all cases, and moreover, even when they were discussed 
they were not always explored in the same depth and with the same interviewer 
dexterity” (Dr. Karolynn Siegel, personal communication, 2011).  In an attempt to further 
minimize the issue of gaps in data, the researcher made systematic checks of variation on 
themes so as to avoid over-use of the words of participants who were particularly 
articulate (Corden & Sainsbury, 2006). 
Another key consideration in the context of secondary analysis of qualitative data 
is: “…whether it can be examined outside of the context in which it was initially 
collected. In qualitative research the interpretation of data is generally perceived to be 
dependent on the primary researcher’s direct knowledge of the context of data collection 
and analysis obtained through their own personal involvement in the research” (Heaton, 
2004, p. 30). This limitation was minimized or nearly eliminated, in this dissertation 
study as the current researcher was the primary interviewer for the parent study for over 
fourteen months, and conducted 25% of the 26 in-depth female interviews from the 




existing level of intimacy with the data. In addition to conducting a considerable number 
of interviews, the primary researcher also participated in bi-monthly team meetings, an 
intensive 3-day training on the instrument, de-briefing sessions with the team, and write-
ups of manuscripts for publication (see, for example, VanDevanter, Duncan, Burrell-
Piggott, Bleakley, Birnbaum, Siegel, Lekas, Schrimshaw, Cohall, & Ramjohn, 2011). 
This limitation was further minimized in the current study as the principal investigative 
team of the original study (PI, Co-PI, researcher) served as Chair, advisor, and committee 
members of the dissertation study and helped to steer the research questions and aims by 
offering suggestions about case readings and scientific articles that helped form the 
conceptual framework. The principal investigative team made themselves readily 
available to discuss questions and concerns that arose throughout the analysis and writing 
process.  A discussion of the process through which the secondary analysis of the 
interviews occurred appears next. 
 
Current Study : Data Analysis Overview 
Theoretical choices made in the current study were linked to the goal of 
producing research that investigates the processes of identity development among young 
women living with HIV. Identity development does not occur in fixed, discrete stages; 
instead it has a malleability that is influenced but not wholly determined by social 
structures (Leavy, 2004; Hesse-Biber & Patricia Leavy, 2005). Marcia’s (1966) identity 
status paradigm was selected as a guiding framework for this work because of its unique 
attention to individual identity development level factors. Further, habitus was utilized as 




analyze the “…experience of social agents and…the objective structures which make this 
experience possible” (Bourdieu, 1988). A methodological approach which is sensitive to 
the context in which individual level and structural forces operate, and that can be 
analyzed, made a modified grounded theory approach ideal for this analysis. A modified 
grounded theory approach allowed salient themes to emerge from the data itself, thereby 
“grounding” the findings in a more rich and accurate reflection for interpretation (Strauss 
& Corbin, 1990). This is especially of interest in studies of chronic illness like HIV, 
where self and identity gain particular relevance.  
 
Current Study’s Data Sources and Management 
There were multiple sources of data for this project, which generated a 
considerable volume of materials to be managed and tracked. First, demographic 
information and a brief psychosocial survey was administered through a 30-minute audio 
computer-assisted self-interview just prior to the interview. Following this, a 25-page 
semi structured qualitative guide was administered. Interviews typically lasted between 3 
and 4 hours. In total, the 26 interviews generated over 2000 pages of transcribed 
materials. Table 3.2 presents the study components and the data produced.  
Throughout the parent study different forms of note-taking and recoding were 
used to establish an “audit trail” for establishing rigor (Lincoln & Guba, 1985; Miles & 
Huberman, 1994). Recruitment notes recording all contact with potential participants 
were kept by the full-time project coordinator in a binder in a locked cabinet, along with 




agencies and providers. Detailed interviewer notes were also collected and compiled by 
the study coordinator and discussed during bi-weekly team meetings.  
 
Table 3.2. Study Components and Data Produced 
Study 
Component 
Method  Data 
Recruitment Screener 
Schedule 
 Demographic forms (from eligible participants) 
 Tracked appointment locations, times, dates 
 
Part 1 ACASI   Center for Epidemiologic Studies Depression Scale  
 Rosenberg Self Esteem Scale 
 Felt Stigma 
 Stress  
 Interpersonal Relationships 
 Physical Health assessments 
 Sexual behavior 
 
Part 2 Interview  Health care utilization 
 Medications (acceptance and adherence) 
 Sexual behavior 
 Disclosure (stigmatization, etc.)  
 Peer relationships 
 Emotional independence from family 
 Romantic/intimate relationships 
 Illicit and Legal drug use and abuse (alcohol 
tobacco etc.) 
 
Other Interviewer notes & 
case profiles 
 Process notes 
 
 
Process notes chronicled emerging themes and as well as comments from the 
interviewers about process topics, like participants’ demeanor and overall rapport with 
the interviewer. A professional transcription service was used for the study and all 
interview transcripts were checked for accuracy and quality by the project coordinator. 
Transcription errors or omissions occurred in very few instances. There were several 
instances when the current researcher was able to correct certain terms due to first-hand 
knowledge and familiarity with the interviewee’s style of speaking or geographic 




for accuracy and all identifying information was removed, all transcripts were entered 
into Atlas.TI, a qualitative data analysis software, to facilitate the analysis process.  
 
Current Study’s Data Analysis Process and Procedures  
The following table (Table 3.3) is adapted from Bong (2002) to outline the 
concrete steps and procedures used in the data analysis. This table’s level of detail is 
supplemented by the descriptive narrative typically used to describe qualitative analysis 
in an effort to be completely transparent about how the analysis was conducted and to 
enhance the validity of this process (Bong, 2002; Silverman, 2000).  Data analysis in 
qualitative research typically occurs concurrently with data collection. In the current 
study, the first stage of data analysis began with a review of the interviewer notes that the 
current researcher personally prepared after each interview, along with a close reading of 
the case profiles of each interview. 
Case profiles ranged in length from 3 to 5 pages and were prepared by two 
advanced doctoral students in public health who were also members of the parent study 
team. The case profiles offered a synopsis of the interviews, summarizing salient themes 
from the interview along with general comments on elements of the interviews like 
structure, flow, and rapport between interviewer and respondent. The review of the case 
profiles and interviewer notes allowed the researcher to gain familiarity with the breadth 
of the data (e.g. interviews that the researcher had not conducted). Since interviews with 
the young women produced over two thousand pages of text, the case profiles were a 
helpful starting point for distilling the key ideas emerging from the data.  
The next step of analysis was to conduct a literal and interpretative reading of the 




margin notes as a first level of thematizing the data to reduce the large volume into 
manageable analytic units. 
Table 3.3 Phases and Procedures Utilized in Dissertation’s Secondary Analysis 
Phase Process 
Preparing data for analysis  
(audit trail) 
 Data generated through in-depth interviews with 26 young 
women  
 Data professionally transcribed and all checks for accuracy 
made and incorporated 
 Data de-identified  (all participant names removed) and 
formatted, adding pseudonyms in the interest of confidentiality 
 Researcher familiarized with data through close readings of 
transcripts and case profiles 
 Researcher created case summary forms  
 
Manual Analysis (by hand)  Developed preliminary code scheme based on the conceptual 
categories within the research questions and theoretical 
framework 
 Closely read each case profile and interview transcript, 
generating margin notes and additional categories for 
preliminary coding schema  
 Applied preliminary coding scheme to demographically diverse 
cases 
 Refined coding scheme to reflect additional salient topics which 
emerged, applied to additional transcripts  
 Developed final coding scheme 
 Established inter-coder agreement with graduate student in 
public health (2 transcripts) 
 
Atlas Analysis (computer 
assisted data analysis) 
 Imported all transcripts into new Atlas.TI Hermeneutic Unit 
 Applied final coding scheme to all interviews 
 Refined coding scheme to collapse overlapping codes 
 Data reconstructed by manually finding connections between 
codes towards theory-building 
 Utilized Atlas.TI’s query tool to test connection between codes 
 Developed conceptual framework of identity development 
among HIV-positive female adolescents 
  
 
After reading each transcript and generating the margin notes, the researcher 
completed a case summary form, a single page document focused on summarizing 
questions about a particular field contact (Miles & Huberman, 1994). The case summary 
form addressed three primary questions: 




2) What are the main challenges for this case in managing their illness? 
3) What are the salient identity issues for this case?  
The main themes that emerged in response to primary question #1 ranged from 
“HIV is a major biographical disruption” to “Respondent does not want to contend with 
her illness HIV” to “extensive trauma prevents her from engaging in any meaningful way 
with her social worker.” In response to primary question #2, some challenges for illness 
management were “no place to live” and “feels social worker is not culturally competent; 
no trust” to “I don’t take meds because they remind me of my HIV.” In question #3, 
example salient identity domains were “lacking in exploration” or “limited resources 
preclude exploration.” These main theme statements ranged from a few bullet points to 
one paragraph in length. 
 
Coding Procedures 
After completing ten case summary forms, the next step of the analysis began: 
systematic coding of the interviews. Miles and Huberman (1994) describe coding as an 
approach to “…retrieve the words that are most meaningful, to assemble chunks of words 
that go together, and to reduce the bulk into readily analyzable units” (p. 56). Coding is 
an iterative process whereby categories are continuously revised, with some codes being 
dropped, and others modified while others are elaborated on and/or divided or contracted 
(Miles & Huberman, 1994; Tesch, 1990). While most qualitative data analysis texts 
provide clear instruction about when to code, most fail to provide direction on when to 
“stop” coding. In the current study, the coding process was considered completed when 




The researcher adapted Strauss and Corbin’s (1990) grounded theory coding 
technique, beginning with “open coding”, then “focused coding,” followed by “selective 
coding.” During “open coding” the researcher created provisional codes which 
constituted categories of attitudes, behaviors, and events described by respondents 
(Glaser & Strauss, 1967). Open coding generated a preliminary coding schema based on 
salient themes from the interviews. An excerpt of the initial coding schema developed 
during the “open coding” phase appears below in Table 3.4.  
Several recurring categories were discovered and developed through open coding 
and the case contact forms. For example, responses from Question #1 (main themes from 
the interview) informed the development of a code to capture the experiences of the many 
respondents who characterized their early childhood and young adulthood living 
situations as “unstable.” Some families were evicted by landlords due to not paying rent; 
some young people were kicked out of their households by their parents; and others were 
moved around from relative to family relative without receiving any explanation at all. 
Thus, the code “residential instability” was formulated. Another example of a recurring 
category that emerged during the first round of coding was “sexual abuse,” wherein 
respondents described both non-penetrative and penetrative non-consensual sexual acts. 
A substantive list of related but distinct codes was generated through the process of open 
coding.  
Open coding was followed by “focused coding”, wherein the researcher 
categorizes those codes that have overriding significance in explicating events or 
processes in the data (Charmaz, 2006).  For example, one category may subsume 




be: “a) conceptually meaningful to the phenomenon being studied; b) clear and concise, 
communicating the essence of the theme in the fewest words possible; and c) close to the 
data” (Boyatzis, 1998, p. 31). The super code created called “Trauma Tsunami” is one 
such example. The first part of the super code’s label “Trauma” intentionally utilized 
strong language to reflect the traumatic experiences of many participants during their 
early childhood and the time before their diagnosis. Moreover, the term “Tsunami” 
reflected the sheer destruction the accumulated traumatic events had the potential to 
cause in the lives of respondents in a way that current scholarship’s nomenclature does 
not fully capture (See, for example, Smith Battle’s 2007 use of the term “cascade of 
negative events” in her study of teen mothers; “cascade” connotes a peaceful or serene 
imagery inconsistent with the experiences of sexual or physical abuse reported by 
participants in this study).  The super code “Trauma Tsunami” was generated because it 
communicated the essence of the harmful life experiences reported as well as subsumed 
the codes created during open coding such as “residential instability”;  “poverty” (e.g. not 
having enough to eat), “sexual abuse” (e.g. anal rape), “physical abuse” (e.g. physical 
beatings from parent or legal guardian), and “emotional neglect” (e.g. participant feeling 
unloved or unwanted). There were 13 cases whose data fit the categorization of a 




Table 3.4 Select Initial Themes from Open Coding 
Code Code Definition  Sample Interview Text 
Physical abuse Respondent experiences contact physical abuse from 
parent or partner 
She beat the hell out of me. I had bruises on my leg– I 
was cleaning the room and I dropped the glass – this 
cut right here, I seen the white meat in my leg –I got 
beat for breaking the glass, I got beat for not cleaning 
the room, and then just set me in the corner 
Sexual Abuse Respondent experiences physical and sexual assault by a 
person involving non-consensual sexual intercourse 
The first one happened when I was 13. I got raped – 
what do you call that, anally? Like through the butt? I 
had to get stitches for that. 
“I’m fine as long as I don’t think 
about it” 
Respondent chooses to avoid being actively involved in 
maintaining their health post diagnosis because if they 
think about it they will become sad or depressed 
At first I didn’t want to say nothing to nobody. I wanted 
to put it behind me like if it never happened, but to 
pretend that it never happened would be hard to do.  
Employment Respondent is currently employed (likes job or hates job) I work at a public school after school program. I work 
with kids. Running up and down stairs with them. Them 
racing me up and down the stairs. 
No condoms Respondent rationale for not using condoms  Or sometimes I’ll just be tired and he’ll come in the 
house and … he’s in the mood so I just lay there and let 
him do what he gotta do. 
“I love my doctor”  Respondent has a good relationship with medical care 
personnel  
Every since I be going to DOCTOR you know going to 
her therapy like talking with her and stuff. She be 
telling me like the world don’t stop just because they 
stop you know caring or whatever the case may be they 
stopped doing with me. 
Residential Instability  Respondent describes having no secure place to live 
while growing up 
But the bad thing I didn’t like was, I didn’t like 
bouncing from place to place. I don’t. I hate being 
unstable ‘cause due to the fact that me being unstable; I 
lost my focus on school and I couldn’t take it because of 
that. 
Disclosure Respondent has told a close family or friend about their 
illness 
So I said I might as well tell them before I start looking 
like a toothpick and then she really want to know what 
I’m smoking or what I’m doing. [laugh] What’s wrong 
with me? So I thought I might as well tell her now, so 
she’ll be ahead of it and understand that if anything do 




The current researcher generated outputs of coded data using Atlas.TI to examine the 
frequency of code application. The review revealed that the remaining 13 cases had not reported 
experiencing trauma in their early childhoods or during the time before their diagnosis. Codes 
applied to the remaining 13 cases were the near conceptual opposite of those from the first group 
and included such categories as “honor roll,” “perfect student,” “residential stability,” or 
“Daddy’s little girl.” The super code “Girl Next Door” was created to subsume these categories 
into a conceptual code that reflected the archetypical patterns of behavior this group of 
respondents reported in their lives that were related to cultural ideals in American contexts, like 
being raised in a two-parent home or saving up money to buy a car.  
The open and focused coding helped to accomplish what Miles and Huberman (1984) 
describe as a critical task of qualitative analysis: data reduction. Through the process of creating 
codes, the researcher made choices about which segments of the transcripts to highlight and how 
to begin sorting the and linking the disparate narratives to formulate a coherent picture of the 
contextual factors influencing the development of an identities among young women. During the 
next phase, excerpts of the coded data for the Trauma Tsunami and the Girl Next Door across 
groups were examined side by side to further explicate the distinctions between the groups. 
These differences appeared to be grouped in two resource categories: socioeconomic and socio-
emotional.  In addition, identity development processes were examined across the two groups. 
As might be anticipated, respondents in the Girl Next Door group discussed identity 
development explorations and practices at length and in articulate detail, while those in the 
Trauma Tsunami group initially appeared to discuss identity less often and with less facility. For 
example, differences between the groups were especially pronounced when examining 




graduated from high school; those who had not yet graduated were current high school students 
at the time of the interview. Similarly, many of the Trauma Tsunami group had dropped out of 
high school; only one had earned a high school diploma. A necessary next data analysis phase 
was to examine the within-group differences. It was during the analysis of the within-group 
differences that the emergent typology began to take a more complete shape.  
Within-group and within-case analysis allowed this qualitative researcher to distinguish 
between information relevant to all participants and those aspects of the experience that were 
exclusive to particular respondents (Ayres, Kavanaugh & Knafl, 2003). For example, the within-
case analysis revealed that not all respondents classified as “Trauma Tsunami” had experienced 
the same frequency or intensity of trauma. Several respondents had experienced a cluster of 
physical and sexual abuse followed by years of residential instability, while others had less 
severe experiences with emotional neglect and lack of parental monitoring or supervision. 
Contrary to the researcher’s expectations, the within-case analysis revealed that several in the 
trauma group had earned a Graduate Equivalency Degree (GED). When these nuances were 
examined systematically to uncover the differences in HIV Identity (e.g. whether respondent 
adheres to prescribe medication regimen) and Vocational Identity (e.g. future career goals and 
aspirations) within the trauma group, the within-case analysis revealed that several were engaged 
in the identity development process.   
This unanticipated finding required a refashioning and renaming of the old categories to 
reflect the unexpected identity pursuits made by several in the trauma group. The term “Trauma 
Tsunami” was eliminated. The new term, “Withdrawer”, was developed to reflect those in the 
low-position group who were not engaged in identity processes; the term, “Boot-Strapper,” 




circumstances, were establishing the parameters of their identity and fully engaged in the self-
definition process.  
The within-group analysis of the Girl Next Door respondents yielded a similarly 
surprising finding. While most in this comparatively high-position group were immersed and 
engaged the identity processes, those who were in the high position but recently diagnosed 
appeared to need some “time off” from identity practices while they reorganized their lives to 
interpret the meaning of their illness.  As such, the former group, those who were in a 
socioeconomic and socio-emotional high position and engaged in identity practices were 
renamed “Immerser,” and those who were recently diagnosed and appeared to be taking time 
off from identity practices were renamed “Suspender.”  
As was described above in the section on limitations in qualitative secondary data 
analysis, topics were not always explored in the same depth which could have complicated 
classifying the cases. For example, while identity topics around HIV were explored in-depth, 
Vocational Identity was not so equally explored across the cases. To minimize the inherent 
challenges of  these research limitations, the researcher triangulated the qualitative information 
with the descriptive quantitative data. For example, if a respondent did not discuss current 
vocational pursuits, the quantitative data could, for classification purposes, shed light on one 
aspect of their Vocational Identity, that of earning a high school diploma. 
Table 3.5 summarizes the preceding discussion to display the key features of this 
emergent typology, along with common characteristics of each of the types.  
 
Table 3.5 Emergent Typology of Identity Development  
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High position  
Anxiety  
Thoughtful consideration  
 
 
Tentative decision making 





















High position  
Goal achieving  
 
 
Health maintenance  
 
 
This emergent typology is grounded in the rich narratives of respondents.  Throughout 
the coding process the researcher also created analytic memos which served as a “running record 
of insights, hunches, hypotheses, discussion about the importance  of a code” and additional 
thoughts that assisted with the process of moving “from the data into a more analytic realm” 
(Strauss, 1987). The memo-ing and coding process helped move the researcher from a general 
awareness of the themes that were most salient during the interview to a systematic 
understanding of the relevant ideas that could be drawn from the data.   
The final step in the analysis was the process of integrating data and theory. As discussed 
in the previous chapter, major theories of emphasis included the identity status paradigm and 
habitus. While reading and re-reading the list of codes, the researcher engaged in a structured 
brainstorming process to build conceptual and theoretical coherence. Across-case analysis 
contributed to the identification of themes and relationship among themes that characterized the 
HIV Identity and Vocational Identity development process of a broad range of young women. In 
addition, the within-case analysis made it possible to develop themes in a way that took into 




the conceptual framework was utilized as a platform from which the researcher examined the 
ways in which the study’s findings could reflect back on and contribute to theories of adolescent 
health and development, discussed in the final chapter of this dissertation.  
 
Current Study: A Note on Qualitative Data Analysis Using Atlas.TI 
In an effort to gain a level of closeness and intimacy with the data, and to establish an 
approach for engagement with the interviews as a whole, it was vital for this researcher to begin 
with the process of manual coding. The manual coding process began as margin notes and an 
initial application of the primary coding scheme generated by the literature and informed by the 
theoretical framework of the study. This primary scheme was refined and elaborated upon and 
preliminary codes were entered in Atlas.TI. Atlas.TI’s output function facilitated the within-case 
and across-case analysis by allowing the researcher to focus only on specific segments of text, 
without the “noise” of the entire data set. 
However, it was when the typology emerged to reflect the participant’s identity 
development process—Withdrawers, Boot-Strappers, Suspenders, Immersers—that the true 
elegance of Atlas.TI’s management features were realized. For example, the software further 
facilitated the coding and refinement process by use of the Query tool. A Boolean search for the 
code “physical trauma” was conducted using the search operands beat* hit* kick* slap*, 
amongst other terms.  In addition to facilitating the coding process, the Atlas.TI software also 
aided the examination of the variation within the sample with the usage of the Family tool. The 
Family tool was used as a filter to facilitate searches and as a means to visualize the coding 
schema (Atlas.TI user manual).  For example, a case family was created for the each of the 




technique that enhanced validity by pointing out those instances where findings did not appear to 
fit within the existing codes and categories (Seale, 2000). 
It is important to emphasize that computer assisted data analysis software cannot 
sufficiently stand on its own. Indeed, this study employed a modified grounded theory approach 
that guided each of the aspects of data interpretation and analysis. The coding and analytic 
schema was utilized as a form of theory development, integrating that perspective from the very 
beginning, and including this insight as the analysis progressed, while emphasizing a need to 
remain reflective about the data and interpretative process throughout (Seale, 2000). Atlas.TI 
was used primarily as a data management tool.  The analysis process utilized in this dissertation 





Chapter Four | HIV Identity 
Introduction 
Consistent with the findings from the literature and the conceptual framework described 
in the introduction, the family environment was an important determinant of identity 
development among young women in the sample. The identity of many of the young women was 
closely tied to the socioeconomic and socio-emotional resources of their families. Many young 
women described their families as a reference group tied to their self-concept, which in turn 
contributed to their identity development. For many participants, the family environment 
informed identity by providing a lens through which the participants viewed themselves. The 
findings of this chapter are presented with respect to the emergent typology that was developed 
to improve our understanding of identity development among young African-American and 
Latino women living with HIV. The two constructs that were supported by the thick descriptions 
and narratives from the participants discussed in this chapter include  
 Socioeconomic and socio-emotional features of the family environment; 
 HIV Identity  
These constructs were identified in the data and supported each of the four categories that 
represented the emergent identity typology developed in this study. Findings that support the first 
of the typology’s groups, “Immersers,” are presented below. 
 
Type One: Immersers  
Respondents in this category were characterized by a common social position and a 
positive self-concept that was maintained after the HIV-diagnosis. This group was distinguished 




and who expressed care and concern about participants’ safety and well-being. Nearly all 
described close relationships with their mothers whom they could rely on to meet their emotional 
(e.g. advice) and practical (e.g. allowance) needs. Several also described close relationships with 
fathers. Initially, HIV was a “biographical disruption” to the self-concept and identity 
explorations of these participants (Bury, 1982).  However, due to the fact that their family 
environments were characterized by socioeconomic features of the middle-class (e.g. dual parent 
household, residential stability) and socio-emotional features of trust and support (e.g. close 
parental supervision), participants in this group maintained positive self-conceptualizations after 
the diagnosis. The findings presented below illustrate the instrumental role families played in 
identity explorations over time and in integrating HIV into participants’ developing sense of self.  
 
Socioeconomic and socio-emotional features of the family environment 
Emergent themes in the data that related to socioeconomic and socio-emotional features 
of the family environment and which reflected the concept of immersion in the identity 
development process are presented below. There were eight women classified as Immersers 
based on the emergent typology: Sade, Keesha, Melissa, Patricia, Maryland, Latasha, 
Shantall, and Natalie. This group was distinguished by the active presence of fathers in their 
lives (e.g. checking homework) and close bonds with mothers and other family members (e.g. 
siblings, aunts, uncles). Combined, the socioeconomic and socio-emotional features of their 
habitus operated to channel individual behaviors that facilitated identity development. Brief 
background profiles summarizing the features of their family habitus are presented below:  
Keesha (R#126) was 19 years old at the time of the interview and lived at home with her mom 
and dad, where she had lived for her entire life. She had a close relationship with both of her 
parents who she described as “understanding” and “playful.” She described herself in high school 
as the “average teenager” stating that she was on the honor roll, working at a day care center, and 





Melissa (R#406) was 22 years old at the time of the interview. She was from a closely-knit, two 
parent household and had a younger brother who she was extremely close to. She managed well 
financially, relying on her parents and a job as an afterschool counselor to cover most of her bills. 
Melissa’s mother was a head nurse and her dad was orthopedic technician. She characterized both 
her parents as “hard-working people.” They were married for her entire life and she felt very 
close to both them, though she felt they were “too strict” at times.   
 
Sade (R#100) was 24 years old at the time of the interview. She lived at home with her mom and 
younger sister. They attended church regularly as a family and Sade relied on her mother for 
financial support. When he was alive, Sade and her father were not close because of his drug use; 
he died from a drug overdose when she was 10 years old. Between her mother’s help and the 
extra monies from her student loan disbursements from college, she managed well financially. 
Sade described her family as “caring.” 
 
Patricia (R#404) was 20 years old at the time of the interview. Patricia lost her mother when she 
was just a year old from diabetes complications and she had no memory of her. In the absence of 
her mother however, she had several caregivers (father, older sister, and grandmother) that she 
relied on for support while growing up. She described her grandmother’s active role in 
maintaining her close knit family; she developed cancer and fell ill when Patricia was 14 years 
old. Patricia’s father moved in to care for her grandmother (his mother) and his daughter. 
Patricia’s older sister (~12 years older than she) served as a confidante and mother like figure.  
 
Maryland (R#114) was 21 years old at the time of the interview. She was very close to her mom 
and dad who owned a pharmacy in the Dominican Republic. At approximately the age of 19 she 
moved to the United States to live with her aunt with the emotional and financial support of her 
parents. Despite the physical distance, she maintained a close relationship with her parents 
through daily phone calls. Her mother also frequently visited Maryland in the United States to 
maintain their close relationship.  
 
Natalie (R#120) was 16 years old at the time of the interview and lived at home with her mom 
and brother. She babysat for her sister to earn extra allowance after school. She felt somewhat 
close to her mother but their relationship was becoming more strained because Natalie did not 
like the way she treated her father. She had a very close relationship with her much older sister 
with whom she had open communication and could depend on for money when necessary.  
 
Latasha (R#211) was 20 years old at the time of the interview. Latasha was raised primarily by 
her grandmother who she had a very close relationship with. She reflected fondly on their long 
talks and watching television together while sitting on her grandmother’s bed. She had an equally 
close relationship with her aunt and uncle who were instrumental in her life after her mother died. 
Latasha’s father died before she was born.  
 
Shantall (R#206) was 24 years old at the time of the interview. She lived in California until the 
age of 12 when both of her parents died from AIDS. After her mother’s death she lived with her 
grandmother and aunt who closely regulated her behavior. She described them both as “strict.” 
She moved in with her older sister at the approximately the age of 16 to help her care for her 
children. Her sister created a schedule for her that included household chores, baby-sitting duties, 
and an after-school job. Shantall liked living with her sister because she provided the right 





Participants in the Immersers group shared a common habitus, shaped by  socioeconomic 
and socio-emotional resources available in their family environments. Young women in this 
group were distinguished by their close relationships with family members and comfortable, 
secure living environments. In terms of socioeconomic status, all described managing well 
financially, with an ability to meet their basic needs of food and shelter as well as being able to 
afford other amenities, like shopping, going to the movies, seeing plays, and in at least two 
instances, owning a car. In terms of socio-emotional resources, all but one described close 
relationships with at least one parent and a father (if alive) that was active and present. For 
example, Keesha (R#126) felt close to both of her parents who were married since before she 
was born. The emotional bond Keesha felt toward her parents was reinforced through activities 
like water fights and teasing, as she described in the following quote: 
My mother is very cool…she’s in her mid-40’s but she’s like a young mother…she 
understands that I’m young, that I’m a teenager, so she pretty much just lets me go and 
do as I please. … Same thing with my father.  We’re like a very um playful family.  We 
play a lot, like all together… like we’ll be in the house and just having a water fight 
um…  We bug out….[laugh] My father likes to bother me a lot. Like sometimes I be in 
my room and I be sleeping or laying down and he’ll come in and like throw something at 
me or like… we’re… It’s a loving family… 
 
The parent-child physical play Keesha discussed in the above quote is an important component 
of the adolescent developmental trajectory, particularly as it relates to sex role development 
(MacDonald & Parke, 1986). Playful physical interaction between Keesha and her parents was 
just one of the components that established the close ties between them. Another significant 
feature of their relationship was open communication. As she described in the following quote, 
she could trust and rely on both parents to be available in times of need:   
… like my mother… like let’s say God forbid I got into like a slight car accident or 
something.  I would tell my father before I tell my mother ‘cause my mother be like, 
“AAAA!” … Alright, if I got a ticket I could tell my father that I got a ticket better than I 




mother be like, “Well that’s gonna mess up your license and you better pay that, this 
check and blah blah blah!” 
 
Though her parents had different approaches to dealing with a crisis like a “slight car accident,” 
Keesha derived a sense of security from knowing that both would be accessible and responsive. 
The emotional closeness Keesha described feeling toward her parents has been described as 
“optimal for psychological fitness” by attachment theory scholars (Armsden & Greenberg, 1987). 
The confidence and security Keesha and several other Immersers like her felt in the relationship 
with their parents provided an unconscious assurance that they were worthy of love and caring 
(Bretherton, 1985; Hinde, 1982; Sroufe, 1979). The above quote also provided clues to Keesha’s 
comfortable socioeconomic position.  She had a driver’s license and a car, luxuries several 
Immersers reported that was not shared by respondents in the any other category.  
Melissa (R#403) was also close to her “very traditional Hispanic family.” Her mother and 
father were both “hard-working” professionals in the medical field (i.e. registered nurse, 
orthopedic technician). Melissa was working part-time at the time of the interview, but relied 
mostly on her parents to meet her financial needs. This support relieved a considerable amount of 
stress from her life as she described in the following quote: “Well financially since I’m still 
living with my parents I don’t have to worry for now or anything like that. I do have a car. And I 
do have my own phone and credit card bills. So I mean I’m doing good because I do have a job 
and I try to maintain a budget.” Like the previous case, Melissa’s discussion of her car provides 
insight into her comfortable social position.   
Melissa felt close to her father because of their shared views about the strict doctrine of 
their Pentecostal faith: “I don’t necessarily agree with a lot of it, especially in terms if you’re a 
woman. Because I come from the conservative Pentecostal and you know women cannot wear 




think a lot of it is like really exaggerated and – I mean my father also believes a lot of it is 
exaggerated. So I don’t go by that.” Melissa’s quote about her father’s rejection of the 
conservative values of their faith provided a model of behavior that reinforced her ability to also 
reject what she appeared to view as an oppressive ideology. This congruence of belief made a 
vital contribution to her developing sense of self as she made selections about the religious 
aspects of her identity. She did not accept the tenets of her faith blindly; rather, with the 
instrumental support of her father she established a way to discern religious ideology and select 
what felt right for her.  
Melissa and her father shared a close relationship, but it was not without difficult times. 
Their relationship suffered when Melissa’s dad discovered that she was no longer a virgin:  
My dad especially was extremely devastated because I’m his little girl…I’m his only girl 
and because he raised me in a Pentecostal Christian family where sex before marriage is a 
big no-no – he was really devastated. We did not talk to each other for a month and when 
we did talk it was just arguing. Whereas my mother on the other hand, she took it as a 
learning experience – like now you’re a woman and conversations between her and my 
sister, especially when they talked about sex, so graphic - … I don’t need to hear this and 
they’re like … you’re a woman, we can talk with you like this now. 
 
The reaction of her mother and father to the loss of her virginity appeared to signal to Melissa the 
value and worth of her body. Despite the difficulty of the circumstance, open communication 
occurred –disapproval from her father, support from her mother-- indicating a high level of 
cohesion, if not agreement, between family members. This reaction provides evidence of her 
family’s adaptability or “the ability of the family system to reorganize in response to situational 
and developmental stresses” (Barnes & Olson, 1985).  High-level family functioning was 
common among respondents in the Immerser category as evidenced by open family 
communication, provision of resources, nurturance, and emotional support (Epstein, Bishop, & 




High-level family functioning among Immersers did not occur only in traditionally-
defined nuclear families (e.g. married mother and father). For example, both of Shantall’s 
parents were deceased. Shantall was raised primarily by her mother until her mother passed away 
from AIDS complications when Shantall was 12. She moved from California to New York to 
live with her grandmother and aunt who closely monitored her behavior by limiting her outdoor 
activities to going to the grocery store or to school. In addition, they often walked her to school. 
This caused arguments between her and her aunt, which eventually resulted in Shantall making 
the decision to move to her sister’s house. Her sister was roughly ten years older and had two 
children. Shantall experienced a series of changes to her responsibilities once she moved, 
including more chores around the house, taking care of the children, and a new job in a clothing 
store. As she stated in the following quote, these responsibilities kept her out of trouble:  
I would clean up the whole house - and I also worked - so I would go to school, come 
home, clean up, go to work, and then when I would come home it would be a wreck 
again…you know it was okay. Like I got along with her. We didn’t fight or nothing…It 
was okay because I had the other sister – so I had someone to go to school with…She 
would give us our freedom but then again she wouldn’t. We would have to be home right 
after school because she had to go work and do whatever. Like we would always go out 
at night, sit on the front, but it was all right. It wasn’t that bad because I had the other 
sister. [Interviewer: Sounds good. And how did you do in school…?] Actually I was 
doing good in school. 
 
Shantall linked her household and childcare responsibilities to her academic performance 
in the above quote. In addition, she related the importance of having “someone to go to school 
with” to keep her from cutting school. She felt extremely close to her sister and cousin who she 
described as her closest friends. Further, her sister’s close monitoring was a major influence in 
regulating Shantall’s behavior.   
Patricia, another participant, also grew up in a high functioning non-traditional family. 




absence of her mother, however, she had several caregivers (father, older sister, and grandmother) 
who she could rely on for support. In the following quote, she described her grandmother’s 
active role in maintaining her close-knit family: 
You could say my grandmother raised everybody in the family. That’s how grandmothers 
are. … like every Sunday we had family dinners, her sons would come over and watch 
the games and stuff – like say like if you didn’t like chicken, she would make what you 
like. She’d make something for everybody, what they eat. 
 
Patricia remarked on her family’s time spent over dinner “every Sunday.” Many Immersers 
described similar meal-time rituals; this is consistent with the literature on protective factors, 
such as family dinner, that prevent high-risk behaviors among youth (Fulkerson, Story,  Mellin, 
Leffert, Neumark-Sztainer, & French, 2006).   
Patricia’s grandmother developed cancer and fell ill when Patricia was 14 years old. 
Patricia’s father moved in to care for her grandmother and to raise his daughter at that time. 
Though they did not live together prior to this, Patricia and her father had a good relationship, 
marked by his active role in ensuring she received services related to her visual impairment 
while growing up. Patricia described their relationship as “good”, stating “I’m spoiled. Because I 
get anything I want. I mean if you name it, I got it…Like he just went out and bought me a iPod, 
so.” Patricia’s father played an active role in her life, supervising and monitoring her behavior 
and admonishing her when she was wrong (e.g. punishing her when she cut school). 
 The data presented thus far establishes the features of family habitus among Immersers, 
which were shaped by sufficient socioeconomic and socio-emotional resources. Respondents in 
this category were raised in family environments marked by emotional security, close bonds with 
parents and other family members, and sufficient socioeconomic resources.  The next section 




buffered the negative experience of receiving an HIV diagnosis. Moreover, families of 
Immersers served as a support system to facilitate the development of an HIV Identity.  
 
HIV Identity among Immersers 
Sufficient socioeconomic and socio-emotional resources in the family facilitated the 
development of an HIV Identity in the Immersers group. Explorations, a hallmark of HIV 
Identity, were observed in the areas of sexual health, mental health, and HIV-health. Immersers 
were raised in family environments marked by emotional closeness and support. These young 
women typically viewed the HIV diagnosis as an obstacle they were equipped to overcome, with 
the help of their families.  HIV Identity processes like practicing safe sex, having a strategy for 
disclosure, attending doctor’s appointments or taking medication as prescribed were frequently 
seen in this group.  
Features of the habitus buffered the negative reaction participants in the Immersers 
category experienced when they learned of their HIV diagnosis. Immersers were initially 
devastated by their diagnosis. Common reactions were sadness, numbness, and in fewer 
instances “it’s like I was outside of myself looking in.” Immersers relied heavily on their 
relatives (e.g. parents, siblings) to move beyond their initial shock and to manage their illness. 
Features of the habitus that facilitated the development of an HIV Identity in this pathway 
included open communication with parents and a trusting, loving network of extended family 
(e.g. aunts, boyfriends, godmother). To this end, many Immersers disclosed to an individual they 
trusted immediately after the diagnosis. Several told parents while others told a sibling or other 
family member they felt close to (e.g. aunt). The adolescent clinic where many received services 




emotionally close to their medical providers and relied on one-on-one counseling with mental 
health professionals to manage negative feelings about their illness as they arose. Brief 
summaries are provided for each participant in the group as it related to her HIV Identity: 
Keesha was diagnosed with HIV two years before the interview, when she was 17 years old. 
Several months before her high school graduation, she took a pregnancy test at a nearby Planned 
Parenthood. A nurse offered her the test so she “nonchalantly” agreed. When she returned she 
learned that the pregnancy test was negative and her HIV test was positive. Keesha took the news 
of her diagnosis “pretty well….it was just, ok. Something new that I gotta live with the rest of my 
life.” She worked closely with her provider to develop a medication regimen that worked with her 
busy college schedule. She enjoyed meeting with her HIV counselor for their one-on-one 
meetings regularly. She told both of her parents about her infection, and she felt supported by 
them in making decisions about her health.  
 
Melissa tested positive for HIV four years before the interview, when she was 18 years old. 
During the time leading up to her high school graduation, Melissa donated blood for the chance to 
earn extra tickets to her graduation ceremony. Several weeks later she was contacted via postal 
mail. The letter stated that her “blood has reacted to one of their tests”, but Melissa “already knew 
because I was very promiscuous and I was dealing with a partner who I was having unprotected 
sex with.” She “broke down crying” and felt “a little devastated.” Later that day when she 
returned home she told both of her siblings who were extremely supportive. It took her roughly 
two years to disclose to her parents but when she did tell them they cried and offered support. 
Melissa’s dad often brought home herbal fruit juices in an effort to help her stay healthy. She had 
not been prescribed any medication.  
 
Sade was diagnosed with HIV one year before the interview, when she was 23 years old. She was 
tested during a regular checkup and was “shocked” to learn that she was positive. She was 
initially surprised but not for long: “So when I heard positive I was like oh shit, you know, 
wow…But I guess I kind of got used to it, you know. I don’t really stay with things long. Or get 
mad or nothing. So I guess it was just basically a shock.” She was with her boyfriend for three 
years and though she told him her status, she “worried a lot” about transmitting the virus to him. 
She did not regularly attend the clinic’s HIV-support group because she felt that her boyfriend 
provided all the support she needed for managing her illness. Contrary to the most Immersers, 
Sade had not told anyone in her family about her diagnosis.  
 
Patricia was diagnosed with HIV one year before the interview, when she was 19 years old. She 
tested positive for HIV at Planned Parenthood after her sister encouraged her to take the test. She 
was unsure about the source of her infection but took the possibility of her health declining very 
seriously. Accordingly, she took her medication exactly as prescribed. She told her boyfriend 
about her status and she reported that they used condoms in their sexual relationship “all of the 
time.” She was initially nervous about disclosing her status to him but practiced what the 
experience would be like with her HIV counselor. She also stated that she disclosed her status to 
her sister, who initially angry and then supportive. Her older sister asked permission to tell their 
father about her status, because Patricia did not feel comfortable doing so. Patricia reported that 
like her sister, initially her father was angry but he had become supportive once he calmed down.  
 
Maryland was diagnosed with HIV one year before the interview, when she was 20 years old 




expected her results to be negative and immediately began sobbing. She had never been 
prescribed HIV medications and had not been ill since her diagnosis. She had not told her 
boyfriend of three months that she was HIV-positive, and this caused her a great deal of stress 
and worry. Maryland attended weekly meetings with her social worker which she liked because 
she was able to express herself freely and openly. She told both of her parents and several family 
members about her diagnosis the same day she was diagnosed.   
 
Natalie was diagnosed with HIV one year before the interview, when she was 15 years old. She 
took an HIV test that she expected to come back positive because: “like when it came to sexual 
behaviors I wasn’t being as safe as I could have been.”  Upon learning the news, her “heart sunk.” 
She told her closest friends and family members a few months after learning about her status, in 
part because she wanted to be honest and in part due to her social worker’s strong encouragement. 
Her boyfriend of nine months learned of her status from another friend who told him at school. 
He was initially angry but eventually he became a source of comfort and support. Natalie took her 
medication as prescribed, though she often felt nauseous.  She regularly met with her social 
worker at the adolescent clinic where she received services.  
 
Latasha tested positive for HIV three years before the interview when she was 17 years old, after 
a visit to her pediatrician. Her doctor told her all her test results were fine but several days later 
her family sat her down in the living room to explain that they needed to have a serious 
discussion with her. Her family told her that they loved her very much, and then explained that 
she was HIV-positive. She felt “numb” and “weird”: “It was like I’m looking at my – like I’m on 
the outside looking at myself in” Her aunt accompanied her to get a confirmatory test, which was 
also positive. Latasha’s family was extremely supportive which made the news of being positive 
easier to deal with. Telling her boyfriend was the hardest part for her. When she finally told him 
however, he too was completely supportive.  
 
Shantall tested positive for HIV eight years before the interview when she was 16 years old, 
during a routine OB/GYN exam. When Shantall heard the news of her diagnosis she was “scared”.  
However, she reflected on the experience of watching her mother live and die with the virus and 
her fear soon dissipated. She began to “deal with it fine…I accept it and only thing I have to do is 
take medication, take care of myself.” Shantall attributed her acceptance of her illness to the 




The Role of Family in Managing the Psychosocial Challenges of Living with HIV 
 Immersers frequently viewed the HIV diagnosis as a “challenge” that they had to 
overcome; common variations on this theme included HIV was an “opportunity,” “a wake-up 
call,” or “something new that I gotta live with.” While several respondents felt sad initially, 
many were able to rely on their family to help them manage their feelings. For example, Patricia 
tested positive one year before the interview when she was 19 years old during a routine visit to 




Actually because my sister wanted me to have one. Because she wanted to make sure I was okay. 
Even though nobody else in the family has it or anything like that but since you’re still having sex 
you gotta check all that stuff, so. She wanted me to. 
 
Patricia’s sister was involved in her medical care, even at the earliest phases when she suggested 
that Patricia get tested. Patricia was “surprised” upon hearing the news of her results and that it 
took several months for it to “sink in.” Initially she was in denial about being positive. This 
denial lasted for approximately six months until Patricia reflected on the importance of getting 
the “proper help” to manage her illness:  
Um, it took a while. Because like I really didn’t believe that I really had HIV. Like you 
know how people are – they really don’t think they have it. So I was kind of denying it. 
Like I don’t have it, they just playing with me…Finally one day I sat down and thought 
about it and said okay. … I really do have it I might as well get the help. Because if I 
don’t get the help then you know I could get sick and stuff like that and I don’t want that 
to happen, so. I started coming here. 
 
As she stated in the above quote, Patricia reflected on the cost of staying out of medical care and 
decided that she did not want to risk becoming ill. Since making that decision, Patricia had 
regularly attended her appointments and took her medication exactly as prescribed. Patricia 
relied in large part on her family for support in managing her HIV illness, as she described in the 
following quote:  
They just make sure I take my medicine…when I’m not feeling well I’ve got my father to 
take care of me. Because when I get sick I get sick. I get real sick. I get a cold I get weak 
and stuff and don’t want to do anything.  
 
Both Patricia’s father and her sister assisted her with remembering to take her medication 
as well as caring for her physical health when she was too ill to do so herself. Emotional and 
practical support from family members was common among Immersers. 
Similarly, Latasha had an initial period of psychological decline after the diagnosis. With 
the support of her family, however, she returned to feeling “the same.” She tested positive three 




took an HIV test with her pediatrician whom she had been receiving medical care from for her 
“whole life.” She was ill with a cold when she returned for her results. During the visit Latasha 
asked her doctor about her test results and her doctor told her that “everything was fine, no 
problems.” On her way home she ran into her aunt at a bus stop and her aunt was acting strange: 
“And she was like oh you know I love you and all of this – I’m like yeah I know – I didn’t think 
nothing about it, I’m like what’s she talking, or whatever.” She was slightly confused by her 
aunt’s supportive and loving behavior and became worried when she came home and all of her 
immediate family including her aunts, uncles, cousins, and grandmother were in the living room. 
Her uncle began repeatedly telling her to “relax” which made Latasha even more nervous. At 
that time a close family friend was in the hospital so she thought she was about to told that the 
family friend had died. Instead, her grandmother broke the news to her that she was HIV-positive:  
So I’m like all right. So I go in the house and that’s when my cousins was over there – I 
don’t see them much – they was over and my two uncles was in there and my 
[grand]mother was in there –so they telling me oh we gotta talk to you and stuff. So I 
thought something happened to my aunt, I thought she died or something like that, how 
they was saying it. I sat down in a chair – it was in the living room and my cousins was in 
the back, playing and stuff, and so my uncle was like relax, relax. I’m like relax for what? 
You know, because now I’m getting suspicious and nervous and stuff – it felt like a 
dream, it felt like it wasn’t real. My grandmother was the one who told me…she 
was…just like you know you sick, like that. That’s what she said. I was like what you 
mean I’m sick? She was like yeah you got AIDS. I was like what?  
 
Latasha was stunned by the news, in large part because “I’m the last person to know, so all the 
rest of them knew already.” Her family knew her results before she did and each of her relatives 
was completely supportive: “So then you know how they all talking to me and stuff…and it was 
like you know we love you and all of this…I’m not thinking about none of that.” It was hard for 
her to focus in that moment on the news and on their support, since her mind was elsewhere. 
Latasha was petrified at the thought of not being able to have a family, and questioned the 




to another clinic to take a confirmatory test; a woman in the waiting room asked her what she 
thought her results would be: “I’m like I already know – it’s gonna be positive, I know it already. 
Something inside. I’m like I know. She said it was. Then I got mad because – I’m gonna cry.” 
When the second test came back positive Latasha felt numb: “I don’t know. It was weird. It was 
like I’m looking at my – like I’m on the outside looking at myself in. It was weird.” Latasha’s 
family continued to treat her: “the same…no they just was regular. They still act the same, still 
treat me the same” which she described as helpful in dealing with her diagnosis. As she stated in 
the following quote, it was important to Latasha that her family did not change after her 
diagnosis: “It’s not like if I ask for something it’ll be like oh no you can’t drink off that or 
something like that or oh no we can’t eat off the same plate or something. So it’s the same. They 
didn’t change.” Being treated the same meant that she did not have to deal with stigma or 
discrimination with her home, as she explained above. The absence of stigma in family settings 
was common among Immersers and was a likely buffer against illness related psychological 
distress (Stutterheim, et al. 2009).  
Melissa, another participant, also received emotional and practical support from her 
family during the time following her diagnosis. Melissa tested positive for HIV four years prior 
to the interview, when she was 18 years old. Melissa participated in a school blood drive to earn 
extra tickets for graduation two months before completing high school. When she received a 
letter a few weeks later that asked her to come in, she “already knew”:  
when they sent a letter home, even though they never said in the letter what it was – they 
just said my blood had reacted to one of their tests and they wanted me to come in and 
discuss the results. I already knew because I was very promiscuous and I was dealing 
with a partner who I was having unprotected sex with. 
 
Melissa and her partner had been sleeping together for about five months and had never used 




really like using a condom – even though I knew the risks. But in my head I wasn’t thinking 
about risks or anything like that.” Melissa “broke down” after receiving the letter: 
It was nerve wracking. I broke down crying like – because both my parents are you know 
in the medical field so I already know if I was to donate blood exactly what kind of test 
they would run and – my intuition told me it was that and I just broke down crying. 
That’s – I think that’s when I got on my hands and knees – I was like I learned my lesson; 
please don’t let this be. But it was – you know. I really cried.  
 
Melissa was devastated when she received the letter and she cried uncontrollably for several days. 
When she went in for the official results she had no tears left:  
I didn’t cry. I think [DOCTOR] really expected me to. But that’s because I already 
prepared myself for it and knew like deep down inside - even though I was hoping it 
wasn’t – I already knew deep down inside what it was and I was like – she told me – I 
didn’t cry. You know. I was a little devastated – so much things were running through my 
head –I was like oh my God, my life is ruined. That’s the only thing that was going 
through my head – my life is ruined, I’m never gonna have kids, I’m not gonna get 
married, like who is gonna want me now? It was just so much. And then how am I gonna 
tell my parents – that was the next thing that came into my – how am I gonna tell my 
parents? So it was just like hard.  
 
Melissa’s first thought was that “my life is ruined.” She returned home extremely sad until she 
disclosed her status to her brother, whose sense of humor made her feel better: 
He was just like – he was more supportive. He didn’t cry or anything but he felt really 
bad. He was like well whatcha gonna do? I told him well I’ll seek medical care – you 
gotta do what you gotta do to keep yourself healthy. My brother is a huge comedian so he 
always found a way to make me happy… I didn’t want people to cry for me, so him 
making little jokes made me feel good. 
 
In addition to her brother and her best friend, Melissa also told her sister. Melissa trusted each of 
these three individuals to keep her status a secret and to be there for her on “days when I’m 
feeling down.” It took Melissa close to two years of living with her illness to tell her parents that 
she was HIV-positive, and when she did disclose, it was an accident:   
…it was a crazy night. My brother had gotten into an argument with my older sister, 
which then led to an argument with my brother and my father, which – and my mother – 
which then led to an argument between my mother and my father – at the time I used to 
get mad hearing my mom –like it’s more about her than her kids – so she was like she felt 




was really frustrated because I was defending my brother and then I hear my mother talk 
about – I’m like excuse me, I think we’re more depressed than you are, dealing with this 
day after day and – ugh. So I just blurted it out. And that stopped the argument. It was 
like a standstill. – I laugh about it when I think about disclosing because it’s like 
whatever they were doing was frozen in motion. My dad had a shirt in his hand and was 
like this – looked at me like what?   
 
Her family halted their argument and began immediately focusing on her, which Melissa 
appreciated in hindsight. They responded by asking her a series of questions about how long she 
had known and about the current state of her health. Her parents were in a state of shock, and she 
felt more emotionally supported from her mother than her father:  
My mom’s reaction was more positive than my dad’s reaction. Like my mom kept asking 
me all these questions like how long have you known, what have you been doing –So I 
told them. My mom was like well you know what? I just know you’re gonna get through 
this. If you haven’t been on any kind of medications I just know you’re gonna get 
through this; God has something for you. You know? She was more positive about it 
whereas my dad was like this happened to you because you wanted it to happen. I looked 
at him like, great. Like can you kill me now. But then within a couple of days he was 
more supportive, he was like well I mean what’s done is done, you have to live with this, 
you gotta take care of yourself. He was more supportive and that made me feel good –  
 
Melissa did not indicate why she delayed telling her parents, but she emphasized at great length 
how helpful they had been in assisting her to manage her illness. For example, her father blended 
health promoting juices, boiled herbal teas, and ensured that she dressed warmly whenever she 
left their apartment:  
He’s been trying to give me. Like every day – not every day but they’ll find some kind of 
– it’s more herbal stuff – like herbal fruit type things – the most recent one I don’t even 
know what’s the name of it but it stinks – Not really. You know … same old thing. It 
hasn’t changed all that much, like whatever changes that have taken place are very 
superficial – you can hardly see it. My dad now will make sure I’m healthy and really 
bundle myself up when I go outside… 
 
In addition to the practical support, Melissa’s family also provides emotional support:  
 
they just constantly remind me that I’m strong, that I’ve accomplished a lot. They remind 
me of things that I’ve improved on and accomplished and if I’m feeling down they’ll say 





As Melissa indicated above, when she was feeling down her family provided her with verbal 
reassurances of her abilities to overcome the challenges posed by her illness. For Melissa and 
other Immersers like her, this positive affirmation served to reinforce her personal confidence in 
managing her illness. While the families of Immersers provided emotional and practical support, 
Immersers also relied on the professionals in the HIV clinic to supplement their needs.  
 
The Role of the Adolescent Clinic in Managing the Psychosocial Challenges of Living with HIV 
 Immersers took proactive approaches to their medical care and described positive 
relationships with their doctors and social work counselors; they also adhered to prescribed 
medication regimens. For example, Patricia had been on medication for several months at the 
time of the interview and attributed her adherence to the dosages to only having to take the meds 
once in the morning “it’s kind of easy for me because you know people take pills three or four 
times a day – I only take it once a day.” She had a difficult time initially because her medication 
made her “throw up”. Patricia learned to manage this issue from her social work counselor, who 
suggested that she take food with her doses. This kind of information-sharing between counselor 
and respondent was a common facilitator of HIV Identity development among Immersers. 
Immersers relied heavily on the close relationships they had with psychological counselors to 
manage their illness. For example, Patricia valued her relationship with her social work 
counselor for the knowledge she gained about living with HIV: 
I learn stuff about it. Like I didn’t know – like when I got her I didn’t know your T-cells 
– your CD4, your T-cells have to be a certain level – I didn’t know none of that, so. 
Because like in high school you have sex ed but they don’t tell you everything about it so 
that was kind of helpful. 
 
In addition to her increased awareness of the specifics about HIV and strategies to adhere to her 




discussing only HIV. A major benefit of their sessions was the opportunity to explore other 
aspects of her self-hood, like her educational and sexual identity development as she stated in the 
following quote about other topics they explored together: “School. My boyfriend…Like how 
I’m doing.”  
Many Immersers described their social workers as vital purveyors of information about 
managing both physical and emotional aspects of HIV disease, and more. Patricia’s social 
worker also gave her a strategy for telling her sexual partners that she was HIV-positive. In the 
following quote she discussed her use of a disclosure strategy using a “hypothetical vignette”:  
Because okay like right now I have a boyfriend. And I – the way I told him – I asked him, 
I was like what would you do if you found out that one of your friends had HIV? He was 
like nothing, I’d be their friend, I’d talk to them and everything like that. So I just wanted 
to see what was he gonna say before I tell him, and he was like why? I was like no reason. 
No reason, no reason. So then one day I finally had to come clean with him. I was like I 
kind of lied to you; I have it. He was like okay. And so. He’s still with me now, so. He 
got tested too. 
 
Patricia’s boyfriend responded favorably to her scenario, though she was initially extremely 
nervous. The hypothetical vignette allowed her to control the information she shared with him at 
her own pace. This was an empowering disclosure strategy given to her by her provider, one that 
several Immersers utilized with their sexual partners.  
Patricia stated that she and her boyfriend used condoms “all of the time.” He tested 
negative several times at the same clinic where Patricia received her HIV services. He visited the 
clinic after Patricia suggested it, a further indication of the level of comfort she felt in the 
adolescent clinic setting. Overall, Patricia felt that HIV had not drastically changed her life: “I do 
the same things, I’m still the same person, I act the same way… I don’t look at it like I have HIV. 
I just look at it like a normal – I look at myself like a normal person, like everybody else would. I 




respondents in this group. For many like Patricia, the period just after their diagnosis was a time 
where they felt unlike themselves. Once they accepted their illness with the help of their family 
and the HIV clinic, these respondents went back to being “normal” or “the same.”  
Like Patricia, Latasha received advice from her provider about how she should tell her 
boyfriend that she was HIV-positive; she described disclosing to him as, “the hardest part.” 
Latasha told him during a walk in the park. Latasha’s medical doctor strongly advised that she 
tell her boyfriend because it was the responsible thing to do. Latasha was hesitant: “I didn’t want 
to because I’m like how you tell somebody like that, and stuff.”  However, she heeded her 
doctor’s advice and disclosed her status to her boyfriend during a walk in the park: 
So we walked to one park that’s not too far from where we live and we were sitting down, 
we was talking, and I was gonna tell him then but I chickened out, couldn’t do it. So then 
we walked to another park, like going back towards where we live at, and stopped in 
there. So we was talking, I was like I gotta tell you something. He was like, what, you 
pregnant or something? I’m like no – I’m thinking in my mind I wish it was that – that 
would’ve been easy. So I’m like I went to the doctor’s, right, and I took HIV test and it 
came back positive. And like everything just stopped. Like it was mad slow. And like he 
stood up and was like walking around. And I was crying and stuff. He came back, he sat 
down–– he was like what you crying for? I was like because. He was like there’s no 
reason for you to be crying…And he was like ain’t no reason for you to be feeling down 
or sad and stuff, so that made me feel better. 
 
Both Latasha’s family and her boyfriend have been a source of comfort and practical support.  
Her boyfriend offered verbal reassurance immediately after learning about her status. He also 
provided emotional support for her when she was feeling down. Latasha valued the support of 
her family and boyfriend; however, they were not sufficient for helping her manage her complex 
feelings about living with HIV. She also relied on her social worker for complementary support 
because, as she described in the following quote, there are times when she had feelings that she 
could not share with her boyfriend or family:  
What I find useful is that like I don’t always want to talk to my boyfriend, you know, 




else that I talk to who’s gonna listen and stuff and maybe not get upset about some of the 
things I say or whatever. So that’s how it’s helpful. I’m releasing so it don’t keep 
building up inside till I explode. 
 
Latasha used a vivid metaphor of an explosion to characterize how she would feel in the absence 
of her supportive social worker. At the core of the relationship between Latasha and her social 
worker was her ability to be completely honest about her feelings. This kind of relationship 
required a high level of rapport to be established between them. Latasha trusted her social worker 
completely, as evidenced by her ability to speak openly and honestly. The combined support of 
her family, boyfriend and the HIV clinic social worker allowed Latasha to feel equipped to 
handle the challenges in managing her illness. Another Immerser, Melissa, also described 
increasing her attendance at the adolescent clinic whenever she felt concerned about her health:   
I make sure any time I feel there’s something wrong with me physically, internally or 
whatever, I call up the social worker, call up my doctor, schedule an appointment, come 
in – I always come for my scheduled appointments – I always try to come in on time–  
 
Consistent with the conceptual framework of this dissertation, Melissa’s HIV Identity was 
reinforced by the HIV clinic through her attendance at medical appointments and through her 
trusting relationship with the social work counselor. Several other services of the HIV clinic 
were instrumental in establishing Melissa’s HIV Identity, like her involvement in behavioral 
HIV research projects, as she explained in the following quote:   
And I’ve been participating in studies …I’ve participated in a whole lot of other  
studies – they had the ATN network, which I’m their youth representative for – I go to 
conferences for them and you know…tell them how they should improve or change the 
way the study is conducted…it’s been really interesting and I think I’ve learned a lot, 
doing that. We went to Washington, D.C., to speak with the scientists doing the study, the 
doctors and the scientist and all that. I felt important– I feel like I’m a pioneer or 
something. 
 
Melissa’s clinic became a site of empowerment for her to share her expertise and to make a 
contribution to the landscape of HIV research, which also reinforced her HIV Identity. Her 




research process using community based participatory approaches, and for scholarship that 
emphasizes perspectives of community research as intervention. 
Melissa also attended the support group at the clinic regularly. Her support group 
attendance affirmed her belief that she handled her illness “better than others.” The support 
group was where she had the most contact with other HIV-positive young people, most who she 
viewed as “struggling” to accept their illness, as she explained:  
Because like from other people, going to support group, a lot of them have set out goals 
for themselves but because of their illness, because a lot of them have had it longer than I 
have, a lot of them gave up short of that goal, and they’re still struggling…a lot of people 
here that do go – I mean I know a lot of them, a lot of them don’t go to their 
appointments, a lot of them are doing drugs and doing I think riskier behaviors than they 
ever did even before they were diagnosed. A lot of them just stopped caring about 
themselves. I’ve learned to embrace it and love myself even more.  
 
Melissa emphasized the importance of self-love and care in embracing her HIV illness. Her 
insightful perspective offered a contrast between young people like herself who love themselves 
even more, and those who “stopped caring” after the diagnosis. Ultimately, Immersers were able 
to rely on supportive family, friends, and the adolescent clinic after the diagnosis to avoid 
becoming like the group of young people Melissa referred to who were “still struggling” to 
accept their HIV-status.  
 Sade, another participant, tested positive one year prior to the interview, when she was 23 
years old. She was offered an HIV test during a routine physical exam and she expected her test 
results to be negative. When she returned for her results and was told she was HIV-positive: “I 
guess when you first hear it you’re like – right away you think you’re gonna die, you know?” 
Sade cried for several hours in the room where her results were delivered. The clinic staff was 
extremely helpful in calming her down: 
The person that told me – well he was you know HIV-positive and he was like I’ve had 




then – then you know you start talking to people that have it or you know coming to the 
group here, people who were born with it and they’re like 25 and stuff, so you know… 
stay healthy and don’t do nothing to harm yourself …  
 
Sade began to feel calm on the day of her diagnosis because her post-test counselor was also 
HIV-positive. Sade disclosed her status to her boyfriend the same week she tested positive, 
because she felt a sense of responsibility: “Because I was sleeping with him, you know. So I was 
like he should know right away. And we was having like protected and unprotected sex too…He 
was a little like shocked too. And a little mad. But he took it pretty well.” Sade felt extremely 
supported by her boyfriend who “listens good and he sits there and you know he’s just there, and 
he’ll talk a little bit like tells me not to worry about it …” Sade attended the support group 
offered by her clinic roughly twice a month. She found it useful because she felt connected to 
other young people who were like her: “…like sometimes you feel like you’re the only one until 
you know that everybody goes through the same thing.”  
One of Sade’s greatest worries was transmitting the virus to her boyfriend. She took 
primary responsibility for “just making sure that we use a condom all the time, and if we don’t 
that day or something whenever that happens try to not to have sex.” By her estimate, Sade and 
her boyfriend used condoms “90 percent of the time.”  Even at that frequency, Sade wished “I 
could be a little more stronger on this point.” When they did not use condoms Sade experienced 
a great deal of pressure and worried about “…like why’s he doing it, you know? It’s like what 
would happen if he does one day become positive.” He had tested negative several times, which 
put her at ease. Sade had been monogamous with her boyfriend for the length of their three-year 
relationship. She reported that she had not sex with any casual partners or one-night stands since 




boyfriend from contracting HIV and protecting herself in a way that she did not actively consider 
before her diagnosis: 
Protective of myself. To make sure that … condoms or something on… I was pretty 
young so I wasn’t thinking too much about it… I feel like I could’ve been more aware of 
things.  
 
Many respondents discussed a lack of awareness about safe sex or making poor decisions about 
sexual partners before they learned they were HIV-positive. Several considered the HIV-status a 
“wake-up call” to change their sexual behaviors and relied on their relationships with healthcare 
providers in the HIV clinic to provide information on how to protect their sexual health moving 
forward. Sade’s interview provided insight into the variation on the ways in which Immersers 
balanced the relationship with their families and the HIV clinic. She was an exceptional case 
among Immersers because of her decision to keep her status hidden from her family. Outside of 
the clinic, her boyfriend was the only person in her life who knew her status. Sade stated that 
though she felt close to her mother and they spent a considerable amount of quality time with 
one another, attending church several times a week and exploring religious teachings together, 
she was not ready to disclose her status to her mother because “…her whole life I think would 
change you know and she’d be more like too worried about me…I feel like it’s not affecting me 
so much like you know when you get sick and they wondering why you’re sick or something you 
know…” Sade had never been ill from HIV and had never been prescribed medication. She 
perceived that telling her mother would worry her and she rationalized that her illness was not 
yet “affecting me so much.” Because of her good health, Sade did not feel a pressing need to 




asymptomatic disclosed to fewer family and friends, scheduled fewer medical appointments, and 
experienced lower levels of emotional distress than their symptomatic counterparts (Rotheram-
Borus et al. 2001; Lee, Rotheram-Borus & O’Hara, 1999).  
 
Immersers Conclusion 
The family habitus of Immersers possessed the ideal conditions for healthy adolescent 
development. There was sufficient and in several cases abundant socioeconomic and socio-
emotional resources in these high functioning in the family units. Socio-emotional resources 
were of paramount importance to identity development. Allatt (1993) has described emotional 
resources as a form of emotional capital or “emotionally valued assets, skills, love and affection, 
expenditure, of time, attention, care and concern”. Zembylas (2007) extended this definition to 
include “hope, loyalty, support, trust, affirmation, patience and commitment – built up over time 
particularly within families” (). The family habitus of support socialized Immersers to 
confidently and securely engage in explorations. For most, the biographical disruption caused by 
the HIV diagnosis was buffered by the support of their families. This support was both emotional 
and practical; it was also instrumental in mediating the negative self-concepts related to their 
illness as it occurred. 
The adolescent clinic was an important supplementary source of identity development. 
Immersers typically maintained positive relationships with their medical and psychosocial 
providers. For example, many Immersers saw value in regular meetings with their social work 
counselors.  While their families provided support after the diagnosis and buffered many of the 
negative feelings associated with the HIV status, this did not prevent them from contracting HIV 
in the first place. Immersers are a group of young women that is largely absent from the “typical” 




residential instability growing up, none reported sexual abuse, and none reported injection drug 
use in their lifetime. Moreover, none reported having ever been arrested, and all except the 
current high school student were high school graduates. On several accounts, these young 
women who came from stable, loving, high-functioning families are the young women living 
with HIV that are ignored by the literature; they only became “visible” in the purview of 
adolescent health and identity research in the current investigation because of their HIV-status. 
Their narratives provide fruitful direction for future action-oriented research that empowers 
young women to become arbiters of their sexual health before they become infected with HIV. 
These and other intervention recommendations are more fully developed in the final chapter of 
this dissertation.  
Within-case analyses provided insight and understanding into the variation of how one 
key feature of HIV Identity – disclosure - was seen and experienced differently among 
Immersers. Most Immersers disclosed their HIV status to their family members; however, how 
soon after diagnosis they told their families varied greatly. Moreover, at the time of the interview, 
one Immerser participant had not told any of her family members. One conclusion that may be 
drawn from this variation is that there is a not a fixed pathway to disclosure among those who 
have established an HIV Identity. Rather, disclosure operated in multiple ways: for some 
disclosure during the time after their diagnosis was a source of stress and anxiety. Those who 
delayed telling their parents told friends or other close family members while they struggled to 
define for themselves the meaning of their illness. The respondent who did not tell her family 
appeared to still be struggling to determine how to deal with a potentially unfavorable reaction 
from them. Most Immersers, however, told family members immediately after the diagnosis. For 




their illness. Disclosure allowed them to tap into several kinds of emotional and practical support 
that helped them to manage their illness. This variation in disclosure was observed in each of the 
four identity types. The next section introduces the second type, the category of participants 
classified as “Withdrawers.” 
 
Type Two: Withdrawers 
Respondents in the “Withdrawer” category were characterized by a common social 
position and low self-concept that continued to diminish after the HIV diagnosis. This group was 
largely characterized by repeated references to childhoods in distress. Participants in this group 
frequently discussed absentee parents or parents who present but were not actively involved in 
raising them. Physical neglect and sexual abuse were also common themes. In the absence of 
consistent or positive emotional bonds with their parents or limits placed on their behavior (e.g. 
monitoring, supervision, or regulation) participants in this category struggled to develop a stable 
sense of self (Barber & Olsen ,1997). The HIV diagnosis served as a “biographical disruption” 
which threatened their existing, weak conceps of self (Bury, 1982).  The findings presented 
below describe the ways in which the limited socioeconomic and socio-emotional resources in 
the family shaped poor self-conceptualizations. It turn, participants in this category withdrew 
from identity explorations over time and experienced difficulties in adapting to their HIV status.   
 
Socioeconomic and socio-emotional features of the family environment 
Eleven women were classified as Withdrawers based on the emergent typology: Tisha, Yessenia, 
Deshaun, Anecqua, Jean, Erika, Carlene, Sparkle, Shanita, Illia, and Simone. All had 




their diagnosis. In addition, five respondents described non-consensual penetrative or sexual 
touching. Their background profiles are as follows:  
Tisha (R#101) was 20 years old at the time of the interview. Tisha was molested by her mother’s 
boyfriend when she was 11 years old. When she told her mother, her mother did not believe her 
which caused her to feel isolated and unloved. In an effort to recreate the familial bond she lacked 
at home Tisha ran away from home and joined a gang at the age, also at the age of 11. During her 
teenage years, she and her physically abusive gang boyfriend sold crack cocaine to supplement 
their income. They were homeless for several months at a time and slept on friend’s couches 
during the time before her diagnosis. She had no relationship with her father who she described as 
an “absentee” parent.  
 
Yessenia (R#106) was 22 years old at the time of the interview. Her mother, father, and step-
father were all HIV-positive. Yessenia’s mother was physically abused by her father and she had 
many memories of cleaning up her mother’s bruises in her early childhood years. She had no 
relationship with her father. She characterized her childhood as “times when we was doing bad.” 
Her mother was a drug user who was in and out of Yessenia’s life when she was in prison or in 
drug rehabilitation programs. Yessenia described spending most of her teenage years raising 
herself. She was homeless for several months during the time before her diagnosis.  
 
DeShaun (R#109) was 24 years old at the time of the interview. Her father was a drug-user and 
she had very few memories of him since he “chose drugs, girls and the streets over me.” She had 
a turbulent relationship with her mother growing up. DeShaun often ran away from home in an 
effort “to make her [mother] upset.” She worked as a stripper for several months and began 
dating a man that was 15 years her senior to “piss” her mother off. DeShaun described not liking 
that time in her life because: “I had no direction…I had no plan.”  
 
Anecqua (R#112) was 23 years old at the time of the interview. Anecqua did not have a 
relationship with her father who “just stopped coming around.” Anecqua never felt emotionally 
close to her mother as her mother was “never there,” often spending time away from home with 
her boyfriends. Anecqua’s mother “left me home a lot, alone” which resulted in Anecqua largely 
responsible for raising herself. This limited supervision and considerable time spent alone 
rendered Anecqua extremely vulnerable in her neighborhood. She was sodomized and raped three 
times between the ages of 13 and 15. After her third rape, Anecqua felt defeated. She did not tell 
her mother about the attacks until years later. 
  
Carlene (R #204) was 22 years old at the time of the interview. Carlene was raised by her 
grandmother and had no relationship with her father, who she had only met once in her life. She 
had a poor relationship with her mother. Carlene stated that she had been sexually molested by 
her stepfather and raped by a family friend both before the age of seven. She told no one in her 
family about any of these traumas. She began having consensual sex at the age of ten. She was 
homeless in the time before her diagnosis, living on the couches of several different friends until 
she became pregnant and entered a shelter.  
 
Erika (R#130) was 21 years old at the time of the interview. She had met her father only once 
when she was seven years old and remarked: “If I see him I wouldn’t even know that’s him.” 
Growing up, Erika’s mother was “strict, strict, strict” which caused a great deal of strain in their 
relationship. She stated: “we just didn’t get along.” Her relationship with her mother improved 





Sparkle (R#208) was 21 years old at the time of the interview. Sparkle did not know her father 
well. She met him when she was 11 years old and he died one year later from AIDS 
complications. Growing up, she had never had a curfew, instead she had “freedom” to do what 
she wanted without any monitoring or supervision. She became pregnant in junior high school at 
the age of 14. Her mother beat her in the stomach to end the pregnancy. Her family was evicted 
because of issues with the building’s management company when she was 15 and Sparkle was 
left homeless, stating: “I never had a stable place after that, always on the run.”  
 
Shanita (R#212) was 20 years old at the time of the interview. Shanita felt close to no one in her 
family except her brother who was in jail. Her parents were married and she described avoiding a 
relationship with them because of their alcohol abuse. Behavioral problems in her native Saint 
Vincent resulted in her dropping out of school. Her mother “dropped” her off in the United States 
to live with her aunt. Her relationship with her aunt was strained over finances and a distrust of 
one another. Shanita described her life as a series of “up hills and down ditches,” a vivid 
metaphor for the difficulties she had experienced.  
 
Simone (R#401) was 22 years old at the time of the interview. Simone described the 
neighborhood where she grew up as a “ghetto area” of the Bronx where “there’s a lot of drugs 
going on and stuff and that’s not good for the kids because they grow up and want to do the same 
thing.” Simone had not ever met her father. She described her mother as extremely strict, Simone 
responded by running away for several days at a time when she was 12 years old. Simone also 
began “hustling.”  She sold both marijuana and cocaine while “hanging with the wrong crew” 
until she found out she was pregnant at the age of 16.  
 
Illia (R#410) was 19 years old at the time of the interview. Illia and her mom immigrated to the 
United States from West Africa when she was 11 years old. Her father stayed in Africa and she 
had not seen him since that time. Illia and her mother argued over rules and curfew; her mother 
often locked her out of their home. When she was 14 her mother took legal action filing a Person 
in Need of Supervision (PINS) petition through Family Court. Illia was forcibly removed from 
her home and sent to “live with strangers” in a group home. She felt betrayed and abandoned by 
her mother.  
 
Individuals in the Withdrawer group shared a common habitus, shaped by scarcity of 
socioeconomic and socio-emotional resources in family environments. Their family settings 
simultaneously constrained their life chances and limited their life choices. In terms of 
socioeconomic scarcity, nearly all participants in this group had experienced homelessness 
during the time before their diagnosis. For example, one participant named Tisha lived “on the 
street” for several months at a time with her drug dealing and physically abusive boyfriend. They 
had no place to live and were arrested for selling crack to a police officer. Carlene could not 




shelter. Another participant, Anecqua, was evicted twice—first with her mother, then with her 
boyfriend—before moving into a shelter. Yessenia lived with her uncle and several different 
boyfriends when her mother lost their apartment because she was in jail. Residential instability 
was often a result of their family’s socioeconomic position. The frequent geographic relocation 
compromised the accumulation of social capital for women in this group. Lacking social capital 
in the forms of social cohesion or connectedness appeared to cause the young women in this 
group to feel isolated, alienated and, in many instances, resentful and angry. Very few 
Withdrawers reported cohesive or close relationships with friends or family members, especially 
their mothers. 
Withdrawers lacked both financial and emotional resources. Emotional capital was a 
scarce resource in the lives of Withdrawers who frequently described feeling unloved or 
unwanted in their homes. For example, Anecqua felt her mother betrayed their relationship by 
choosing her boyfriends over her: “…my mother…she always stayed away. You know. It was 
always so hard to talk to her because she was always away. I feel she betrayed me over a man, 
always do, over her men.” For Anecqua like many of the Withdrawers who did not feel close 
emotional ties to their mothers, feelings of loneliness and isolation (“she was always away”), and 
abandonment (“she betrayed me”) were common during their childhood and teenage years. 
Many Withdrawers described feelings of isolation and detachment not only in the emotional 
aspects of their development, but in physical and practical ways as well. Anecqua spent most of 
her time in the apartment alone: 
I was by myself. I had my own rules, you know. Even though my mother was still there, 
everything was in her name, I considered that my apartment. When I get money I put 
food in the refrigerator or you know stuff like that. And I just lived by myself. 
As Anecqua stated in the above quote, she was “by myself” with her “own rules.” This was a 




guardians were only minimally involved in regulating or monitoring their children’s behavior 
and provided little to no emotional care or concern. This apathetic disinterest from parents 
appeared to signal to Withdrawers that adults could not be relied upon to protect or care for their 
emotional or physical health. For example, due to the physical and emotional distance felt from 
her mother, Anecqua felt that she could not confide in or trust her. She experienced sexual 
traumas at the age of 13 and 15 and did not tell her mother either time. As she described, she did 
not confide in her mother because she did not feel loved or wanted: 
The first one happened when I was 13. I got raped – what do you call that, anally? Like 
through the butt? I had to get stitches for that. The second one – well after that happened 
I was – I didn’t care-- but the second rape happened anally by the same dude, same 
guy…I didn’t feel like talking to my mother because she wasn’t paying attention to me 
anyway at the time. She had a new boyfriend, so. It’s just like forget me… 
Like Anecqua, many of the Withdrawers felt forgotten by their mothers. Their fathers were 
completely absent from their lives, further reinforcing the view that these young women could 
not rely on adults to meet their basic emotional or physical needs. Withdrawers learned very 
early on that they were responsible for fulfilling their own needs. Anecqua demonstrated the 
ability to fend for herself when she and her mother were evicted from their apartment. She stated 
that her mother “was not paying the rent like I thought she was.” When they were kicked out, her 
mother could not provide an alternate place for her family to live. Anecqua was left homeless; 
moving in with her boyfriend was her only choice.   
 Like Anecqua, another participant, Carlene, experienced sexual abuse, homelessness, and 
lack of closeness or emotional connection to her mother. Carlene maintained a poor relationship 
with her mother, stating: “I hate my mother. For most of my life.” Carlene, like most of 
Withdrawers, learned early on that adults were not to be trusted. She was sexually molested by 




traumas. She explained that because of her early sexual abuse, she began having consensual sex 
at the age of 10: 
Well you'd have to go back through my history first – sexually abused as a child, raped at 
7, started having consented sex at 10, because I really didn't give a shit anyway…I didn't 
have a virginity to begin with to be like I'm a virgin and all that – and I was pretty much 
out to … have sex, casual sex – I was not in the right mental place at the time but I had 
actually started having consensual sex but I wanted to at 10. 
 
The loss of self-worth caused by her sexual abuse is evident by Carlene’s statement that she 
“didn’t have a virginity to begin with.” Losing her virginity against her will meant to her that her 
body was no longer a site of purity or value. She described feeling exposed and resentful towards 
her family so she turned to a boyfriend, who despite his abusiveness, she continued to live with 
between the ages of 15 and 19:  
He threatened to kill me, he burned all my stuff, he threw out all my stuff, he told my 
mother that basically if he ever saw her daughter, which is me, that he would kill me…. 
So I met this guy that lives up here and that's how I ended up here. 
 
Carlene fled to the United States after her boyfriend threatened to kill her. She moved in with a 
sexual partner she barely knew and with several other friends before entering a shelter.   
Several Withdrawers were victims of sexual abuse. This early childhood violation of their 
bodies combined with the apathetic approach their guardians took towards parenting contributed 
to their low self-esteem. For example, Tisha stated that the person in her family with whom she 
had the worst relationship was her mother “Because when I needed her I don’t think she was 
there for me.” Her mother’s boyfriend molested Tisha for several years. As she explained in the 
following quote, when Tisha told her mother about the abuse she was beaten and accused of 
lying:  
And she’s like you know just tell me the truth. And then I told her the truth. And then I 
got a beating. And I got beaten not with a belt – it was with an extension cord. So I’m 
like okay I tell you the truth and then you whip my ass with an extension cord, and then 




luxury? Cable? …A dollar on the dresser before you go to school? No. Because that ain’t 
even gonna get you a beef patty nowadays. So it wasn’t – I never understood that. Then 
she stayed. And I had to stay there…I was like what the fuck…and then it was funny 
because I found out later when I grew up that he was accused of molesting another little 
girl. And my mom knew about it. And they didn’t believe me? …So I think from there I 
don’t know I just closed up. And I never – since then I’ve never told anyone anything.  
 
Tisha’s quote reveals key insights into the dispositions associated with member of the 
Withdrawers group. Withdrawers developed poor conceptualizations about their bodies. To 
Tisha, her mother traded her young body for the “luxury” of cable television and a “dollar on the 
dresser.” Tisha recognized her body was traded for a paltry sum (“that ain’t even gonna get you a 
beef patty”); this signaled to her that her body was of limited worth. Tisha was beaten and 
accused of lying when she told her mother about the abuse, reinforcing the notion that adults 
could not be trusted or relied upon to protect Withdrawers from danger. Finally, Tisha described 
“closing up”; this emotional withdrawal was a survival mechanism for her and other 
Withdrawers.   
The data supported the interconnection between family habitus shaped by scarcity and 
poor self-conceptualizations among Withdrawers. A frequent and recurring pattern in the 
Withdrawers group was established around the themes of poor relationship with mother, limited 
parental monitoring, and low self-esteem. The next section presents the ways in which family 
habitus constrained the development of an HIV Identity in members of the Withdrawers group.  
 
HIV Identity among Withdrawers 
The scarcity of socioeconomic and socio-emotional resources in the family constrained 
the development of an HIV Identity in the Withdrawers group. Exploration, a hallmark of 
identity development, refers to “problem-solving behavior aimed at eliciting information about 




(Grotevant, 1997). Women in this category rarely engaged in identity exploration. Limited 
exploration in the HIV Identity domain were illustrated among members of the Withdrawer 
group by apathy with regard to sexual, mental, and HIV health. Withdrawers who were reared in 
family environments marked by depravity and indifference typically construed their diagnosis as 
a “death sentence.” Several participants described HIV as limiting their ability to accomplish 
their life’s goals. “Hopelessness” and “devastation” were common themes among respondents 
this group. These feelings suppressed respondents’ desire to think or plan for the future. Most 
Withdrawers had completely disengaged from the HIV Identity development process.  
HIV Identity processes, such as practicing safe sex, attending doctor’s appointments, or 
taking medication as prescribed, were rarely seen in this group. For example, most Withdrawers 
did not disclose their HIV status to new sexual partners and continued to engage in unprotected 
sex after their diagnosis. Condoms were used only when a sexual partner initiated their use, 
further signaling Withdrawers’ disengagement and passivity from the HIV Identity development 
process. Few Withdrawers explored any strategy for disclosure to their sexual partners. Still 
fewer described making any changes to their physical health behavior (e.g. improved diet, 
quitting smoking). Many Withdrawers had one primary sexual partner along with multiple 
concurrent partners. Continued high-risk sexual behaviors after diagnosis appeared to indicate 
avoidance and shame. Most experienced their HIV diagnosis as an assault on their self-concept 
and avoided utilizing clinic services on a regular basis, further compromising the development of 
an integrated HIV Identity.   
Contrary to what one might anticipate, nearly all Withdrawers disclosed their HIV status 
to family members. Yet, in contrast to Immersers, whose families mobilized socioeconomic and 




of Withdrawers continued to isolate, abandon, and neglect participants. Brief summaries describe 
each Withdrawer’s HIV Identity: 
Tisha was diagnosed with HIV two years prior to the interview when she was 18. For Tisha, 
testing positive was “the worst day of my life.” She struggled with living HIV and had not told 
anyone in her life about her HIV status. She smoked marijuana several times a day to deal with 
the stress of keeping her status a secret. She stated: “I just feel like I’m gonna snap sometimes.” 
Tisha worried about her health often: “not knowing when my body will deteriorate and let the 
disease take over.” Tisha described herself post-diagnosis as an “anti-social” person that had “cut 
myself off from friends.” She had not disclosed to anyone in her life about her illness. 
 
Yessenia was diagnosed with HIV four years prior to the interview when she was 17. Yessenia 
tested positive for HIV during mandatory HIV-testing Job Corps orientation. She described 
feeling numb upon hearing the news and was told that she could not stay in the program because 
of her status. She felt rejected and distraught. Yessenia struggled with depression as a result of 
her HIV status. Most nights, she cried herself to sleep. She maintained an intimate relationship 
with her step-brother; they did not use condoms for sex. Her mother and step-father were also 
HIV-positive which made disclosing her status easier for her. She regularly missed doses of her 
HIV medication because she disliked taking “big horse pills.” 
 
Deshaun was diagnosed with HIV six years prior to the interview when she was 18. DeShaun had 
a hard time dealing with her HIV status which she viewed as a “death sentence.” She stayed in a 
relationship with the man who knowingly infected her and they regularly had unprotected sex. 
She had disclosed her status to several family members. She liked the HIV support group at her 
clinic because she liked sharing information with people who are her age. She did not see a value 
in attending regularly however because: “they can’t fix it [HIV]… nobody can fix it.” She 
regularly missed doses of her medication because she had trouble remembering to take them as 
prescribed.  
 
Anecqua was diagnosed with HIV five years prior to the interview when she was 18. She tested 
positive for HIV when she was still in high school, after being hospitalized for pneumonia. When 
she learned of her status she was devastated. She struggled with depression and feelings of low 
self-worth: “HIV just add onto lowness. [HIV] just make it extra, extra, extra low.” She did not 
take her medication as prescribed because “[HIV] is taking up my chance to be free.” She 
disclosed her status to several family members, including her mother. She was in a sexual 
relationship with a much older partner, who is also HIV-positive. They did not use condoms at all 
in their sexual relationship.  
 
Carlene was diagnosed with HIV one year prior to the interview when she was 21.She tested 
positive during a prenatal treatment and was inconsolable for several days. She composed herself 
because she didn’t want her grief to cause a miscarriage. She disclosed her status to her boyfriend 
and they use condoms about 50% of the time. With her casual sexual partners who do not know 
her status, she rarely used condoms. She disclosed her status several biological family and non-
biological individuals who she considers family.  
 
Shanita was diagnosed with HIV one year before the interview when she was 19. She felt  “Like a 
chicken that lost their head, that been beheaded. I was – I don’t know. I felt lost.” She tried not to 
think about her illness since she “can’t change it.” Her doctors have tried providing her with more 




those things attention.” The most stressful thing about living with HIV is “knowing about it.” 
Shanita rarely attended group and only saw a counselor occasionally. Shanita had told her both of 
her parents as well as her brother and aunt about her status.  
 
Erika was diagnosed with HIV one year prior to the interview when she was 20 years old during 
prenatal care. She was completely devastated upon hearing the news; she panicked, yelled, cried 
and seriously contemplated suicide. She was hospitalized in a psychiatric care facility for close to 
two weeks because of severe depression related to her diagnosis. Erika attributed intense 
counseling and support from her psychiatrist along with in-depth internet research to learn more 
about her illness that helped her deal with her diagnosis. She had disclosed her status to several 
family members and friends.  
 
Sparkle was diagnosed with HIV four years prior to the interview when she 16 years old after her 
OB/GYN doctor suggested that she take the test during a routine visit. She had tested negative 
previously so when she heard the diagnosis, she was in complete disbelief. She was devastated by 
the news of her diagnosis and felt that “half my life is taken away from me.” Sparkle did not 
reveal her status to any of her family members or friends. She viewed HIV as limiting her life and 
her chances of ever having children. Sparkle missed her medication “most times” stating: “I will 
miss like three or four days, I will forget to take them.” 
 
Simone was diagnosed with HIV six years prior to the interview when she was 16. Simone went 
to get tested after seeing a positive HIV-test result in the back pocket of her child’s father’s jeans. 
She often felt suicidal and was diagnosed with depression. She did not attend any support services 
at the clinic because: “I don’t feel like being in no program and talking about it.” She told several 
family members about her HIV status, including her mother, brother, and aunts.  
 
Illia was diagnosed with HIV two years prior to the interview when she was 17. She was 
extremely devastated when she learned she was HIV-positive. She attempted suicide by 
overdosing on pills “like trying to put myself to sleep, thinking that if I wake up like it’ll all be 
just a dream. But it never happened that way.” Illia was so angry about her status that she 
punched her housemate in her face and broke her nose. She stayed in a relationship with the man 
who knowingly infected her. They did not use condoms in their sexual relationship.  She had not 
told any of her family members about her diagnosis.  
 
The Role of Family in Managing the Psychosocial Challenges of Living with HIV 
 
Withdrawers commonly viewed their HIV-status as the end of their “freedom”, 
“innocence”, or “youth.” For example, Anecqua, a participant who had lived with HIV for five 
years stated: “It’s a pain. It’s destroying my youth.”  She continued this sentiment by describing 
the changes in her outlook caused by her HIV diagnosis:  




think you’re invincible and nothing can happen to you – that’s how it made me look at it, 
like – just because you’re young doesn’t mean anything can happen to you, because 
something can happen to you. 
 
Anecqua began to experience her own mortality through the physical changes in her body 
as a result of her diagnosis. Her outlook had changed in part due to extreme fatigue she believed 
was a result of her medication. She felt that she “can’t do the things you used to do.” Just as she 
had been during her childhood, Anecqua was on her own to deal with her complex and often 
negative emotions associated with HIV. She disclosed her status to her mother, but Anecqua felt 
no support from her or other family members. During a time when she felt extremely down about 
her HIV status, instead of feeling supported, Anecqua and her mother got into a heated argument 
that nearly resulted in a fistfight:  
when me and my mother was arguing –like my family should give me more emotional 
support. And I was like [to my mother] you don’t even know how – you don’t know what 
I’m going through right now, you have no idea.– and she’s yelling at me how can I know, 
you won’t fucking tell me! I’m not gonna tell you like that –you’re yelling at me! So I’m 
walking and then she says something about [my daughter] and how she gonna – she’s 
always threatening to take [my daughter] away from me – and she knows that’s the only 
one thing that ticks me off. And then she yells out I didn’t give that shit to you, them 
niggers did. Real loud in the street. Yeah. So that will make me go out – we was about to 
fistfight, like always.   
 
Instead of receiving the emotional support she desired and needed, Anecqua’s mother humiliated 
her by outing her status in public. This was a strong, negative emotional blow to Anecqua’s 
already low self-esteem and feelings of isolation after her diagnosis. She stated that her feelings 
of depression and low self-worth were a constant struggle because of her illness: “HIV just add 
onto lowness. [HIV] just make it extra, extra, extra low.” 
Her mother and several other family members perpetuated the stigma and shame 
Anecqua felt about her illness. For example, when she disclosed her HIV status to her family 




sad look on their face like I’m gonna die or something and that made me sad, like – you know.” 
Anecqua stated that since telling her family about her diagnosis, they often ignored her which 
made her feel “Angry but not really because they a bunch of lowlifes so -- you know, whatever.” 
Another participant, Erika, experienced similar abandonment after she was diagnosed 
with HIV and disclosed her status to her family. Erika was 21 years old and had been living with 
HIV for one year at the time of the interview. She was devastated when she tested positive for 
HIV, feeling suicidal upon hearing the news. One month after her diagnosis she was became so 
depressed that she was hospitalized in a psychiatric care facility. She began to feel better during 
her time in the hospital when her mother came to visit her. Despite their history of intense 
arguments and not getting along when she was growing up, Erika explained that her mother 
convinced her that both her health and their relationship would improve:  
My mother came inside…She hugged me. She acted like everything was fine.  She was 
like, “Oh it’s going to be alright. It’s normal. You’re not going to die. There’s madd 
things for that.”  I’m not, “No mom. I’ma die. I’ma die.” She’s like, “No you’re not 
gonna die. It’s alright.” She hugged me. I came into the psychiatrist and supposedly she 
was like, “yeah she can come live with me.”  
 
Erika felt a temporary sense of relief from her mother’s apparent sympathy. However, by the 
time she was discharged one week later her mother had abandoned her yet again. Just as she had 
during Erika’s childhood, her mother had chosen her boyfriend over her daughter. She indicated 
this choice by abruptly telling Erika that she could not live with her. Erika was distraught and, as 
she explained below, homeless:   
The same day they let me go she was like, “Oh no you can’t come live with me.” I was 
like “Alright. That’s cool.” Then she gave them some lame excuse…I’m like, “Mother.. 
save it. It’s ok. It’s ok.” I felt real rotten.  I was feeling real bad… I was getting better and 
then that was just like…… back. It’s like, you know, she got her man….But I also think 
that she should have put her daughter first. But there’s a whole bunch of different 





Erika’s statement illustrates the just one of the consequences of the lack of a supportive family 
structure to rely on for emotional and practical support after an HIV-diagnosis. Her mother’s 
abandonment caused another mental health decline and a lengthier hospital stay for Erika. 
Moreover, she was homeless after her release. Erika described the low self-esteem associated 
with her diagnosis:   
I felt like I was really, really disgusting. I felt.. My self-esteem was very low. I felt like 
nobody wanted to be near me. I used to have dreams that I was a monster and I was 
eating people when I talk to them. It real… it was real bad….then I had a bad self-esteem 
and I’m kind of re-boosting it. 
 
Having no family to rely on, Erika continued to struggle with her low self-esteem largely in 
isolation. Similarly, for many Withdrawers, low self-esteem and isolation continued after HIV 
diagnosis when told their families and did not receive familial support.  
Similar patterns of low self-esteem and isolation were seen among Withdrawers who had 
not disclosed their status to family members. For example, Tisha, a participant who had lived 
with HIV for two years, stated that she missed the freedom of not worrying about stigma pre-
diagnosis: 
The joy of not knowing that there’s something wrong with you. And the joy of not 
knowing that you have something that people would discriminate you about so badly. 
The joy of knowing that you feel invincible. You know? And now you don’t. 
 
 Tisha’s feelings about the potential of being “badly” stigmatized based on her status 
resulted in a sense of sorrow and loss for a youth that she could not reclaim. Moreover, she 
continued to experience this low self-esteem, relying on only herself to deal with it:  
I’m sure you met with people … their family knows or they have a lot of support … my 
case is different. I don’t have no one but myself. Doesn’t no one know what’s wrong with 
me. I keep it to myself. They have – my mom’s sick like I said, she has her own problems, 





Tisha’s statement, “I don’t have no one but myself” was a common sentiment among 
Withdrawers who felt that they had to face their illness alone. As she continued in the following 
quote, Tisha had not told her family about her HIV status because she had a poor relationship 
with them. Moreover, she felt that they would not provide comfort if they knew; instead she 
expected “fake condolences” from them: 
… Now I’ve already got a poor relationship with my family, so it’s like now they’ve 
already got a certain image of me, I don’t want to tarnish it even more by saying hey … 
or something like that … got the virus.. I don’t want to go through that. I don’t want 
nobody to look at me different, I don’t want nobody to feel sorry for me, I don’t want 
nobody to try and offer me fake condolences like I said earlier, fake sympathy, I don’t 
want that. 
 
Lacking a genuinely supportive relationship from her family Tisha, like many Withdrawers, 
isolated and alienated herself. This kind of withdrawal often occurs when individuals want to 
avoid threats to their self-esteem (Leary & Tangney, 2005). These authors state: “people are 
more motivated to avoid drops in self-esteem and negative affect associated with actual or 
anticipated failure.” (p. 299). Chief among these strategies is “avoiding the situation” and 
“distancing from others.” Both strategies to avoid further threats to self-esteem were employed 
by Withdrawers in this sample. For example, many described feeling “anti-social” or “like being 
alone” during their free time. Also, as a result of their low self-esteem, Withdrawers isolated 
themselves from meeting new people. Yessenia, a participant who had lived with HIV for five 
years, stated that after the diagnosis she “started getting lazy, and just not caring” about her 
appearance: “…started feeling unattractive….I feel like it needs to improve but sometimes I just 
don’t be feeling up to doing anything. I just stopped trying to look good. I just stopped.” 
Yessenia gave up on her friends and her appearance; this is consistent with her depression 




yet she was still left on her own to manage it because her mother was in a “jail rehab” at the time 
of the interview. 
Several Withdrawers discussed suicidal ideation or had made a direct suicide attempt 
during the time immediately after the HIV diagnosis. Illia, a participant who had lived with HIV 
for two years, overdosed on pills in an effort to end her life after learning about her status:  
Because just six months before I had took a test and it was negative. So how come all of a 
sudden now it’s positive? So I went home and I told the staff I was sick and they kept 
giving me medicine and I wasn’t taking it, I was keeping it … And I just took everything 
at one time, like trying to put myself to sleep, thinking that if I wake up like it’ll all be 
just a dream. But it never happened that way. 
 
Illia felt that she had made progress in dealing with her illness since her suicide attempt. The 
strategy she employed to manage HIV was primarily to ignore it:  
I’m gonna push it in the back of my mind and that’s it. I know it’s there but that’s just 
something I choose to ignore and move on with my life…I think I’m dealing with it 
pretty good. Like I don’t even really think about it. 
 
One consequence of ignoring her illness was that Illia continued many of her negative 
health behaviors, including smoking cigarettes and drinking alcohol. She had not told her mother 
about her status because they were not close. Despite living in the same city they rarely saw one 
another and spoke on the telephone only “once in a blue moon.” Illia stated that she would only 
tell her family if she were to become extremely sick: 
I’d have to be on my dying bed…I mean I’m still fine, I’m healthy, there’s nothing to 
worry about. I know they gonna be worried, gonna be stressing. Everybody gonna want 
to dedicate….attention to me trying to make it seem like I’m sick and I need help, like I 
can’t do nothing for myself …  
 
Illia’s quote ends with the theme of “I can do it myself.” This theme is typical of 
Withdrawers who came from vulnerable families and experienced acute loneliness after 
diagnosis. Those who did not disclose their status did not want their families to be stressed or 




Withdrawers came from families that could not or did not provide the affection and acceptance 
they needed for healthy adolescent development.  In instances where Withdrawers did disclose 
their status, families were unresponsive to their emotional or practical needs and continued to 
isolate participants. 
The Role of the Adolescent Clinic in Managing the Psychosocial Challenges of Living with HIV 
Withdrawers were not actively engaged in managing their HIV health. This lack of 
engagement was indicated by their poor adherence to prescribed HIV medication, missed 
doctor’s appointments, apathetic approach towards condom use, and loose connections to the 
adolescent clinic. Many used condoms inconsistently whether or not their partner knew their 
HIV status. Among Withdrawers whose partners did not know their status, many stated it was 
not their “responsibility” to protect their partners’ sexual health. Moreover, many Withdrawers 
had multiple, concurrent sexual relationships; most had a primary sexual partner and several 
simultaneous casual sex partners.  
For example, DeShaun, who had lived with HIV for six years, missed doses of her 
medication regularly:  
They gave it to me but I didn’t really take it…I had somewhere to go early in the day so I 
didn’t take it because I didn’t know how I was going to react once I got outside, 
whenever it was making me go through the nauseous and the diarrhea thing – I didn’t 
want to get outside somewhere and then get the diarrhea thing going, so I decided not to 
take it. 
 
Her doctor warned her against missing doses of her prescribed regimen, but DeShaun still 
experienced difficulty with adhering; she attributed her lack of adherence to her feeling nauseous. 
When the physician attempted to work with her to reduce the side effects by offering alternative 
treatments, DeShaun said: “I didn’t really take it then either.” 
In addition to missing doses of her medications, DeShaun also did not regularly meet 




not see a value in meeting with a counselor: “Because like I said, if they can’t fix it nobody can 
fix it. It’s just an open ear to talk to. It’s probably just gonna go when it go out.” Her counselor 
could not “fix” her HIV status, so DeShaun avoided attending one-on-one counseling sessions. 
Another indication of DeShaun’s low self-esteem and lack of concern for her health was that she 
maintained a primary sexual relationship with the partner who knowingly infected her. She and 
this main partner “never” used condoms. DeShaun was also in a sexual relationship with two 
other male partners. She did not use condoms in these sexual relationships either, though for 
different reasons:  
He didn’t like to use them and it didn’t … infections. I don’t know, maybe it was the type 
of condom – the Lifestyles – but he didn’t really like to use them and I didn’t really like 
to use them because of the pain it would put me through, but it just all rolls back to me 
also being selfish, not really caring about what could have happened. Neither one of them 
are positive, though. You know, I Thank God for that, that neither one of them got it, 
after all that time that I was with them they didn’t get it, so I pretty much see myself as 
being a carrier and not really a giver. But you never know when that time’s gonna happen 
and somebody can get it.  
 
As DeShaun indicated in the above quote, her decision to not insist on using condoms was 
“selfish” and “not caring” about the consequences of her actions. She was aware yet 
unremorseful about potentially exposing her sexual partners to HIV infection. She rationalized 
that she must be a “carrier not a giver” of the disease since her partners were not HIV- positive. 
Adding “but you never know” was an indication of her awareness of the dangers of transmission, 
and that she was willing to risk her partners’ lives by engaging in sexual Russian roulette. Each 
of her concurrent partners eventually became aware of her status, yet she did not disclose to the 
casual sex partners prior to or shortly after unprotected sex. DeShaun told her 2 subsequent 
partners that she was HIV-positive several years into their unprotected sexual relationships, but 
only after her primary sexual partner (the one who infected her) threatened to tell the other 




forced. It wasn’t like I … and told the person.” One partner was initially angry but decided to 
remain in a casual sex relationship with her; the other partner was extremely angry and stopped 
communicating with her altogether. DeShaun maintained two concurrent sexual partners and 
since her diagnosis six years ago had added approximately 15 additional sexual partners. She 
also had four abortions. When asked in the interview if she discussed her HIV status with any of 
these partners, she replied flatly “Hell no.” DeShaun did not discuss her HIV status with these 
partners because “They, like – they miscellaneous… and nine times out of 10 I don’t even speak 
to them now so…” When a casual sex partner brought up the subject of HIV she denied having 
the disease. For example, a woman in her neighborhood started a rumor that DeShaun was HIV-
positive and several of her casual sex partners asked whether it was true. She denied these 
rumors:  
The guy was like well I heard that – this is the most ignorant expression – that you got 
the monster. And I’m like you heard that from a monster. So what do you come to ask me 
for? I’m like because like if you know this woman you know where it came from and you 
know what she does, so what’re you saying to me? And with this stupid world they think 
because you sick you have to look sick. So I could just play on that – do I look sick? Do I 
look like a person that’s sick? As fat as I’m getting, do I look like I’m sick? ….Because 
everybody think you have AIDS or HIV, you have a baby, it dies. People are so stupid. 
They’re not hip to nothing, they don’t read nothing. They don’t bother to find out 
anything. So you could also always play on their ignorance. So that’s pretty much what I 
did. 
 
DeShaun’s quote illustrates her strategy to manipulate her partners’ fears and stereotypes about 
HIV to avoid the question and deny that she was HIV-positive. She continued to have 
unprotected sex with her partners. Many Withdrawers utilized this avoidance strategy.  
Another participant, Illia, did not attend the support group offered by her clinic because 





Because that upsets me. You already know you have it. Sitting there discussing it is not 
gonna do you any good. It’s just gonna make you think about it. Me, it’s just gonna make 
me think about it and get me upset. It’s not helping me. That’s something that, all right, I 
know what it is now, I’m gonna push it in the back of my mind and that’s it. I know it’s 
there but that’s just something I choose to ignore and move on with my life… It’s 
upsetting to sit in a group and watch everybody else talk about their infections. All right 
you infected, I’m infected, hey. You do you, I do me, you don’t know what’s going on 
with me, I don’t know what’s going on with you.  
 
Illia did not find any elements of the group therapy supportive or helpful. Instead, her strategy to 
deal with her illness was to avoid thinking about it at all:  
…it’s not in my everyday thing. I don’t wake up – oh today’s another day that I’m HIV-
positive…. Like I don’t even really think about it. Like I go through my day like I was 
just like everybody else, HIV free. I don’t let it bring me down. If I sit there and think 
about it every day it’s gonna bother me. 
 
Illia’s avoided thinking about her illness at all costs and often pretended, as in the above quote, 
that she was “HIV free.” Like DeShaun, she was also in a primary sexual relationship with the 
man who knowingly infected her. When she learned that she was positive, she confronted him 
and he proclaimed his love for her. Illia had mixed emotions about his declaration:  
I love him – like even now me and him is making plans to get married and stuff like that. 
I believe even if he would’ve told me ahead of time I believe I would have stuck with 
him. But it’s like I feel that he gave me a death sentence. I mean it’s not really a death 
sentence, it’s just a wakeup call, but it’s like you did that without my knowledge. You 
didn’t give me a choice. You was being selfish because you thought you had to do what 
you had to do for you; you wasn’t thinking about my feelings so you must not really love 
me that much if you would jeopardize my life like that. And we discussed it and stuff like 
that. I was mad at him for a while but I got over it.  
 
This statement indicates Illia’s complex feelings about love and staying in a relationship with a 
person who knowingly infected her. In one moment she stated HIV is a “death sentence” and 
then she retracted this statement by saying “not really” in the next breath. She described him 
loving her in one moment, then said he could not truly have loved her if he would “jeopardize” 




opportunity to feel loved for the first time in her life. As she explained, love was what she always 
wanted:  
I felt like I was just that bitch, I was a queen with her king, like he was my future 
husband and stuff like that…but then like after what happened [HIV infection] and if I 
wanted to I could have pressed charges and got him sent to jail, because he knew what he 
was doing. I’m just a victim. But I still stuck by him regardless. So he now all of a 
sudden he want to be all sweet and lovey-dovey and I don’t mind it. That’s what I always 
wanted anyway.  
 
Illia’s habitus is revealed in the above quote: lacking emotional capital early on distorted 
her perception about the parameters of a loving partnership. She was aware of the terrible and 
unlawful offense her partner had committed when she referred to her ability to press charges. 
However, she never followed through on that ability because she received his love in return.  She 
maintained a fantasy of marrying the man who infected her while in a concurrent sexual 
relationship with another partner.  Her second partner was the father of her child and was also 
HIV-positive. They have sex occasionally when she “just need to release some stress.” Illia 
typified another frequent pattern among Withdrawers, “trading sex for love” despite the health 
risks associated with this behavior.  
Carlene, another Withdrawer who had lived with HIV for one year at the time of the 
interview, avoided mental health services at her clinic because: 
You always left depressed. I'm sorry, every time you walk into … you always tend to 
come out all depressed and down and out, just for a little bit. Because when you come to 
a therapist you're opening up things that are hurtful, painful, you know, so you tend to 
leave a little not yourself. You always tend to leave a therapist kind of gloomy and out of 
it. 
 
Carlene stopped attending meetings with her provider because she felt worse afterwards. As a 
result, she became further isolated and experienced stress related to managing her illness, such as 
difficulty taking medication. As she described in the following quote, the meaning she assigned 




You're not whole. You're sick. In order to live and survive you have to always be on 
medication. You've got to take a medication two times a day every day for the rest of 
your life. That's not cool….my house always has people in it so I have to literally hide 
my medication. That's not cool. I hate that part. I hate having to hide it….if I had the 
choice I wouldn't have to do it at all.  
 
Like other Withdrawers, Carlene had one main sexual partner and several casual sex partners on 
the side. Her primary sexual partner was aware of her status and they used condoms about 50 
percent of the time. They did not use condoms more often because “He don't care. I wish I could 
get him to put it on – he'll buy it, he'll rest it right there and he'll walk away from it.” Carlene 
stated that consistent condom use was a struggle between them, but ultimately it was his choice:  
Uses condoms 50% of the time: I do not know why he – I don't know, I really can't say. 
He's negative, he know he's negative, he's been tested but he's like – I don't know – I 
don't know – we've been down this road before. I've argued with him, I've cried – just to 
try to get him to wear it if – he would put it on and then he would take it off and then I 
would put it on and then he would pull it out of me – so I don't know. 
 
Carlene struggled to get her main partner who was aware of her status to use condoms more 
often. She did not, however, feel this same urgency with her casual partners who did not know 
her status. Carlene had three additional concurrent partners; she did not use condoms with them, 
either: “With my … you know, use it as often as possible – I had the two or three selected that I 
wouldn't use them with – well not really wouldn't but they didn't want to use it so we didn't use 
it…” In a statement typical of Withdrawers, Carlene did not feel that her HIV-positive status 
required her to be responsible for the decisions her sexual partners made: “I’m not gonna be 
responsible for anybody's life but my own.” 
 
Withdrawers Conclusion:  
The family habitus of Withdrawers was marked by distress, characteristics of which 
include lack of attention or care to the child; drug-using and/or incarcerated parent; residential 




resources; adults not to be trusted (Johnson et al., 1998).  Based on their family habitus, 
Withdrawers formed poor self-conceptions. Many suffered from low self-esteem and due to the 
constant disruptions in their life, forming no secure attachment to any adult or to a future 
orientation. This low self-esteem contributed to Withdrawers’ inability to pursue or achieve 
developmental milestones.  
As Charlesworth (2000) demonstrated in his ethnographic analysis of the working class 
in London, social conditions of depravity can create individuals “so vulnerable and atomized that 
they carry the marks of their impoverishment in their bodies…” Charlesworth chronicled the 
visible marks of impoverishment of subjects in his sample, including styles of talk and modes of 
dress. The impoverishment and vulnerability among Withdrawers in this sample, however, 
appeared to cause less visible wounds. Respondents in the Withdrawers group received social 
cues from their families that their personhood, represented by their body, was unworthy of love, 
attention, or care. This was an idea inculcated into the women during early childhood through 
implicit and explicit neglect by their parents and/or guardians. Withdrawers experienced 
emotional depravity in the form of sexual, emotional, and physical abuse, resulting in poor self-
conceptualizations and a lack of basic dignity or respect. These respondents received 
unconscious assurance that they did not matter through ongoing neglect from their family 
members and environments.  
Paradoxically, families of Withdrawers also communicated the message that their bodies 
were currency; as a result, they began to trade their bodies for things they needed and/ or wanted. 
For example, having little to no protection from parents or guardians, and lacking forms of 
economic, social, or emotional capital, compelled several members of this group to use their 




positive) or much older partners. The malformed socioeconomic and socio-emotional features of 
Withdrawers’ family habitus channeled individual behaviors that constrained exploration and 
restricted identity development.  
Withdrawers typically viewed HIV as a death sentence. Most were apathetic about their 
HIV health goals since they were “going to die anyway.” Further, several Withdrawers remained 
in sexual partnerships with the men who had knowingly infected them with HIV, which 
demonstrated a lack of exploration and denial and avoidance of their illness. Consistent with 
Hosek et al.’s (2002) study of identity development in adolescents living with HIV, young 
people who indicated a lack of exploration engaged in an “almost purposeful avoidance of 
thinking about their HIV status” (p. 357). Although they had been diagnosed for several years, 
Withdrawers remained avoidant. This avoidance resulted in negative health behaviors such as 
unprotected sex, frequently missing doses of medication, and/or infrequent attendance at 
scheduled medical appointments. Many Withdrawers had simply stopped identity exploration 
and development because their illness was an assault to their tarnished self-conceptualizations 
formed under bleak family conditions.  
However, not all participants who came from weak, unsupportive, or vulnerable family 
environments “gave up.” What is of great fascination and of scientific import is the surprising 
finding that several of these young women who were raised in vulnerable family environments 
were able to develop an HIV-Identity, despite the challenges of their early childhood 
circumstances. The next section describes participants who fit these characteristics: Boot-
Strappers.  
 




Participants in the Boot-Strapper category were characterized by a common social 
position and a self-concept that flourished after HIV diagnosis. This group was distinguished by 
repeated references to childhoods absent of emotional caring or love from parents; many felt 
emotionally isolated from their families.  Participants in this category had only their most basic 
of physical needs met (e.g. housing) while struggling to make ends meet. Socio-emotional 
resources were virtually non-existent. During the time immediately following their HIV 
diagnoses, several respondents in this category felt like their lives were over. However, these 
feelings lasted only temporarily. The findings presented below describe how these individuals 
initially viewed HIV as a biographical disruption. Yet, with the help of key staff in the health 
clinic and a personal commitment to succeeding they overcame several challenges to develop an 
HIV Identity.  
 
Socioeconomic and socio-emotional features of the family environment 
Five women were classified as Boot-Strappers based on the emergent typology:  Shellae, 
Lakila, Octavia, Cherie, and June. Their profiles are as follows:  
Shellae (R#213) was 21 years old at the time of the interview. She was raised by her grandmother 
because her mother was abusing drugs and unable to take care of her. She had no relationship 
with her father because he had begun a new family with another woman. Her grandmother was a 
verbally abusive alcoholic who made Shellae the target of her attacks. Her grandmother’s lack of 
support made Shellae feel “emotionally messed up”; this negative treatment had serious 
consequences on Shellae’s self-esteem. Shellae felt unloved and unsupported and stated that if it 
weren’t for her getting “educated early” she would have likely “destroyed herself.” There is not 
one person in her family who Shellae felt close to or could look to for support. Shellae stated that 
she was “sleeping around” as a teenager because she didn’t have the love of her family.  
 
Cherie (R#205) was 22 years old at the time of the interview. She grew up in an extremely 
religious household. Because of her mother’s devout faith, Cherie never felt like she could talk 
with her about “normal things” like having a boyfriend, without feeling judged. Her father was 
not a part of her life and her mother would often leave Cherie and brother at home alone. When 
she was 11 years old, Cherie was molested by her older brother. She told her mother and was 
slapped across the face for lying. Since that time they have not been close. Cherie stated that the 




family. Combined with not having a father, Cherie became extremely promiscuous as she 
searched for love in sexual partner: “so after that I just went out of control.”  
 
Lakila (R#214) was 20 years old at the time of the interview. Her relationship with her mother 
growing up was not close since she felt that her mother “abandoned” her for her boyfriend. Lakila 
dropped out of high school during her senior year after her mother kicked her out of the house, 
thus solidifying Lakila’s feelings of “hate” for her mother. She lived with several family 
members, including her two grandmothers, an aunt, and her cousin before moving into a shelter. 
She had did not have a good relationship with her father who she stated that she “can’t stand.”  
 
June (R#203) was 21 years old at the time of the interview. June’s mother and sister emigrated 
from Trinidad when she was a child. Her mother was ill for most of her life and June was her 
primary caretaker. June described her sister as: “miserable. We did not get along. That's why I 
had to move, we did not get along.” She moved in with her boyfriend temporarily but she that 
was an uncomfortable living situation as well. Between her mother’s illness and her poor 
relationship with her sister, June felt that she could not rely on them for help with her emotional 
and practical needs: “My neighbors was more like my family. Like if I needed something to eat I 
could go over to they house, if I just needed somebody to talk to I could go to they house.” After 
her mother’s death June began working two jobs just to make ends meet. She described that time 
in her life as: “Not good. Very rocky.” June never knew her father.  
 
Octavia (R#210) was 23 years old at the time of the interview. Both of her parents were drug 
abusers who could not care for her basic needs. Her HIV-positive mother died from a drug 
overdose when she was just 11 years old and her father died of AIDS when she was 13 years old. 
Her parents were abusive to one another, and when they were high, they were physically 
threatening to Octavia. One of her earliest memories is of nearly being stabbed by her father. 
When her mother was alive not only was she physically abusive, she was also neglectful of 
Octavia’s basic needs failing to provide food for her to eat. She was removed from her mother’s 
home and placed in several abusive foster homes. Between the ages of 13 and 18 she lived in four 
different homes, each of which possessed varying degrees of emotional and physical abuse. These 
experiences became overwhelming for Octavia and as a result, she became suicidal as a teenager.  
 
Respondents in the Boot-Strappers group shared a common habitus shaped by barely 
sufficient socioeconomic resources and a scarcity of socio-emotional resources in family 
environments. Participants in this group had parents or guardians who by and large met their 
most basic needs of food and shelter. For example, only two had been homeless in their 
lifetimes. Yet while their basic needs were met, all Boot-Strappers described personal costs 
associated with the lack of emotional capital in their childhood homes. This emotional 
disconnect took many forms, including a perception that they were not truly loved by their 
parents; a lack of mutual trust between the young women and their parents or guardians; feeling 




distress. In the absence of a close bond with parents, these young women latched on to 
institutions, peers, and boyfriends in an attempt to minimize their emotional pain. Some also 
engaged in high-risk behaviors like underage drinking and illicit drug use. For example, Cherie 
felt that her mother’s devout Christianity prevented them from forming a “normal” relationship. 
She perceived her as a “big Christian person” that was extremely judgmental about Cherie’s 
decisions. Cherie never felt she could talk to her mother about anything: 
…like all my life I could never talk to her, like sit down and talk to her like talk to her 
about boyfriends or nothing – because she'll flip the script and she'll try to like make you 
feel bad or whatever, you know? Like … so she take it to an extent that I feel I can't talk 
to her and I don't want to talk to her… 
 
Cherie wanted to have a closer connection to her mother “I would like to have as a mother and 
daughter where if I'm going through something or something's happening in my life then I can go 
to my mother …” In the instances where she tried to confide in her mother she was rejected. For 
example, when Cherie told her mother that her brother molested her, her mother slapped her and 
accused her of lying. She was 11 at the time; she described not being able to trust her mother 
since that incident. Her abuse had serious consequences for the way that she felt about her 
herself, and for her behavior. She stated: “truthfully I try to block it [molestation] out my head, 
try not to think about it, because if I do think about it I just start to hate him [brother] even 
more.” Cherie stated that her brother’s molestation caused her to become promiscuous at a young 
age and “out of control”. This behavioral change is consistent with those found in several studies 
on the long-term sequelae of childhood sexual abuse, including early sexualization and poor 
mental and physical health decades after the abuse (Springer, Sheridan, Kuo, & Carnes, 2007; 
Dube, Anda, Whitfield , Brown, Felitti, Dong & Giles, 2005; Beitchman, Zucker, Hood, 




HIV status to her brother’s molestation, her absentee father, and her mother’s neglect and lack of 
guidance: 
I blame the situation that I'm in now [being HIV-positive] because – by him [my brother] 
doing that to me [molesting me]…that just led me to the type of life that I was living – 
because one, I didn't have no guidance [from my mother] and two, stuff like that got 
introduced to me at such a young age, so after that I just went out of control…because I 
was living that promiscuous lifestyle…I had no father figure in my life or nothing like 
that so I figured it was the right thing to do at the time because basically I was going out 
there looking for love in all the wrong places, looking for love in other men.  
  
Cherie characterized her search for love through sex as “wrong,” though at the time she “didn’t 
see nothing wrong with it.” When Cherie reflected on her early sexual experiences, she described 
being manipulated by her older sexual partners. Her first sexual partner at the age of 13 was with 
a much older man who was 30.  He convinced her that he loved her, but as she stated, she 
recognized that believing him was a mistake: 
I thought I found it [love] but I didn't. My friend's boyfriend that had broke my virginity 
– he was 30 years old and I was 13 – at that point in time I didn't see nothing wrong with 
it because I was like okay, he loves me, whatever, whatever … at that point in time I 
didn't see nothing wrong with it but now as I get older I'm like dag, yo, what the hell was 
on your mind? Or what the hell was he thinking?  
 
Cherie’s question “what the hell was he thinking?” is indicative of the violation she felt by this 
much older sexual partner who took advantage of her. Her self-described promiscuity continued 
well into her teenage years. The number of sexual partners she accumulated had caused her 
distress: 
… I was sleeping with that much people and it's like every now and again I would sit 
down and try to make a list of everybody who I slept with throughout my life and it's 
really sad because I slept with a lot of people but I don't tell that to nobody…because you 
know like nowadays you tell people oh like I slept with like 30 people – oh you a 'ho, 
you's a slut – so I keep it to myself – but it's sad, I know it's sad that I slept with so many 
people… 
 
Cherie characterized her search for love and the resulting promiscuity as “sad.”  Feelings of self-




Like Cherie, Shellae also felt a lack of love and an inability to trust or rely on her 
guardians. Shellae stated that she became a spiritual person early in life because her family was: 
“like mainly all my family members; they into drugs and stuff, got they kids taken away and all 
that stuff.” She described her mother as a “crackhead” who was unable to take care of her. 
Shellae was hurt by her mother who left her to her grandmother to care for her; even when her 
mother stopped using drugs she never returned to care for Shellae. Shellae was pained by this 
memory: “I was her first child and she just abandoned me like that.” Her feelings of 
abandonment were intensified by her grandmother’s constant emotional abuse. She felt attacked 
for her entire life, referring to herself as a “target” for verbal abuse. She remarked that this abuse 
and lack of support made her feel “emotionally messed up.” Shellae made the connection 
between the lack of care and support she received from her family to her ongoing feelings of 
worthlessness and low self-esteem:   
To me it’s like if you don’t have your parents support or anything like that you have to 
get like get educated early …like fast too for you to better yourself growing up so you 
won’t destroy yourself thinking that nobody loves you. Thinking that nobody gonna be 
there for you, thinking that. Because if you allow people to bring you down; that’s what 
everybody gonna do, bring you down and…you ain't gonna feel good about it and.. till 
the day that you probably commit suicide.  
 
Shellae concluded in the quote that for some people, the emotional trauma she suffered 
could only be alleviated by suicide.  She did not indicate that she had ever tried to commit 
suicide, but she did describe other self-destructive behaviors like “drinking a lot. Smoking a lot. 
Getting into fights.” This was perhaps her attempt to “destroy” herself when she felt that 
“nobody loves you.” Perceived abuse and neglect has been associated with self-harm and self-
injury behaviors including suicidal ideation and suicide attempts (Winegar, Nicolaou, Hartnick, 




Octavia, also indicated that she “wanted to kill myself.” Her earliest memories were of her 
“crackhead” mother using their food money to buy drugs:  
And then living with my mother – she was a crackhead so her food stamps, her money, 
whatever, would go to getting crack and getting high. I didn’t have any food. I had to find 
things to eat to survive. I was licking ash trays and eating cigarette ashes and eating 
matches – anything I could find – salt, pepper, ketchup…a stick of butter, anything… 
 
Octavia was removed from her mother’s custody as a toddler and placed in several foster 
homes during her teenage years. She was never close to her foster mother who was emotionally 
and physically abusive:  
And I would have to sit next to that [radiator], burning up. She would take my hand and 
put my hand in the fire, tell me to stick my tongue out because I’m a liar, things like that. 
She would chase me around the house with a butcher knife and a garbage bag – she was 
like I don’t want to take you to see your brother today, I’m gonna cut you up and throw 
you in the garbage bag … I’m gonna say you went to school and you never returned … 
Other things she did to me but I don’t really want to say.  
 
Octavia reflected on these and other psychologically torturous experiences in her 
childhood, stating, “I didn’t have a good life. I mean not at all. Not at all… real struggle.” She 
connected her early experiences with these struggles to her destructive behavior in the years 
leading up to her diagnosis: “I didn’t talk. I didn’t have friends. I was destructive. I broke 
everything and stayed in trouble.”  
All participants in this category felt little to no emotional connection to their mothers 
because of their mothers’ indirect and direct lack of care and concern. For example, Lakila was 
thrown out of the house by her mother when she was 16 years old: “she put me out….For her 
boyfriend.” When her mother evicted her, Lakila lived with her father for a few months until 
they experienced their “own little issues.” Lakila then lived with a friend for another several 
months before entering the shelter system. She stated that she liked the shelter because she had a 
support system in the staff, yet there was little stability since she had to move between several 




The good part about the shelter was that I didn’t have to worry. I had people on me, 
helping me get my stuff, get what I had to get done done. But the bad thing I didn’t like 
was, I don’t like bouncing from place to place. I don’t. I hate being unstable…I end up 
being so stressed out, aggravated, all that… 
 
While Lakila’s homelessness was uncommon among Boot-Strappers, her lack of 
emotional resources was extremely prevalent in this group. Similar to the Withdrawer typology, 
the theme of “trading sex for love” was frequently discussed by respondents in this group. The 
data supported the interconnection between family habitus shaped by a scarcity of emotional 
capital and, to a lesser extent, socioeconomic resources. The next section presents the ways in 
which the HIV diagnosis operated as a “game changer” for Boot-Strappers.  Despite the 
difficulty of their early life circumstances, Boot-Stappers were highly engaged in the HIV 
Identity development process.  
 
HIV Identity Among Boot-Strappers 
The scarcity of socio-emotional resources and, to a lesser extent, socioeconomic 
resources in the family did not limit the development of an HIV Identity in the Boot-Strappers 
group. Explorations, a hallmark of identity development, were made frequently by young women 
in this typology. Respondents in this category characterized HIV as a turning point in their lives - 
one that allowed them to make calculated identity explorations after their diagnosis. There were 
two themes in the narratives of Boot-Strappers that distinguished them from Withdrawers and 
provided insight into their identity processes: 1) institutional agents who were instrumental in 
their medical care (e.g. a devoted nurse, caring psychiatrist) who in turn, 2) facilitated patterns of 
resilience, or the “skills, abilities, knowledge, and insight that accumulate over time as people 
struggle to surmount adversity and meet challenges” (Garmezy, 1994, p. 298) .  Boot-Strappers, 




A key feature of this group’s primary habitus was that the family influenced but did not 
determine the developmental pathway of Boot-Strappers. They came from family settings of 
isolation and detachment, but their HIV diagnosis was, to use Bourdieu’s conceptualization, a 
“game changer.” During the time following their diagnosis all displayed resilience that was 
dispositional (e.g. self-reliance or basic self-worth) or relational (e.g. connection with an 
institutional agent). Boot-Strappers initially viewed their HIV diagnosis with extreme sadness. In 
several instances, young women cried, yelled, or cursed when they were told they were HIV-
positive.  Despite these initial reactions, these young women’s resilience – coupled with the 
institutional resources of the adolescent clinic they utilized - facilitated the move from an 
acceptance of their illness to form an integrated HIV Identity. 
Hallmarks of an integrated HIV Identity, which include having a strategy for disclosure, 
taking medication as prescribed, and using condoms, were common in this group. For example, 
most respondents disclosed their HIV status to their sexual partners and regularly used condoms 
during sexual intercourse. All had made changes to their daily routine to adapt to their illness. 
Several had changed their diet to consume more nutritious food, while others began walking or 
exercising to maintain their health. Boot-Strappers relied heavily on the HIV-clinic as a resource 
for managing their illness. The HIV resources that these women relied on were those that they 
lacked from their family habitus, mainly emotional support. Emotional resources were obtained 
through psychosocial services like one-on-one counseling or adolescent HIV support groups. The 
shift from a resource scarce environment to a resource sufficient environment changed the 
habitus of these young women. They relied heavily on psychosocial services to make decisions. 




identity development. Brief summaries are provided for each participant in this group as it 
related to their HIV Identity. 
 
Shellae was diagnosed with HIV two years prior to the interview when she was 19. A few months 
into her relationship, a woman she did not know approached her on the street to tell Shellae that 
her boyfriend was HIV-positive. Shellae said she should have been suspicious about this event 
because of her partner’s extreme, angry denial of the rumor. Upon learning she was positive 
Shellae “cried a lot. I cried a lot…but it’s like deal with it now or later.” For Shellae, dealing with 
it “now” was the only option. She relied heavily on the relationship she formed with her doctor 
for dealing with her illness and for easing some of her painful memories from childhood. Through 
this relationship, the clinic reinforced the integration of HIV into her developing sense of self. 
She disclosed to every sexual partner before having sex because “I don’t like to lie. Like certain 
things they ask me about it be pertaining to my situation so I be wanting them to know the full 
me.” Shellae quit smoking in order to improve her health. She took all of her medications as 
prescribed. Her strategy to avoid missing doses was to take her meds with her “Anywhere I’m at 
I’m taking my medicine.” 
 
June was diagnosed with HIV two years prior to the interview when she was 19. She had 
previously tested negative for HIV so when she learned that she was positive she: “was thinking 
there was no hope for me. I was thinking what else could go wrong.” The testing counselor put 
June at ease by offering her information on living a healthy life with HIV. She continued to 
receive services at the same place she was tested. She appreciated her clinic, especially the HIV 
support group since she enjoyed listening to other people’s stories on living with the virus. She 
regularly attended one-on-one meetings with her social work counselor and wrote in her journal 
to manage her stress. She was an activist in the HIV community, attending several Ryan White 
conferences as a youth representative. For June, the most important thing for other young people 
who are positive to keep in mind is that: “they should not think of HIV as a death sentence.”  
 
Lakila was diagnosed with HIV one year prior to the interview when she was 17. Lakila went to a 
women’s clinic for a check-up and was told she was positive when she returned for her results. 
She cried a great deal and was extremely depressed in the weeks that followed. Her cousin was 
supportive and provided relief through humor that made her feel relieved. Her cousin playfully 
chided her for feeling low and this encouraged Lakila to rethink her feelings of sadness: “So I 
was like you know what, I think I need to put this [HIV] behind me.” Lakila relied heavily on her 
cousin and boyfriend for emotional support. Her current boyfriend is aware of her status and they 
use condoms all of the time. She has also told two female friends that provide her support and lift 
her spirits.  
 
Octavia was diagnosed with HIV two years prior to the interview when she was 21. She came 
home from work feeling extremely ill and asked her foster mother to take her to the emergency 
room. Her foster mother refused. Octavia called 911 and was told by emergency room personnel 
that her symptoms were either HIV or mono. After she was released, the hospital sent a letter 
home imploring her to come back for her results. When she returned she was told she was HIV-
positive. Octavia felt “like jumping out of the window.” She knew her partner was HIV-positive 
but “like a dummy I still did it with him. And then I got it.”  Octavia was extremely concerned 
about maintaining good health. She took her medication exactly as prescribed and practiced safe 





Cherie was diagnosed with HIV three years prior to the interview when she was 18. She was 
tested when her doctor suggested it and upon learning that she was HIV-positive fell into a deep 
depression. She cried every day and was uninterested in taking care of herself. Her health 
suffered and she began “wasting.” A nurse from the clinic visited Cherie at home to care for her. 
The nurse encouraged Cherie to attend the adolescent health clinic where she worked. Shortly 
after Cherie switched providers and began receiving services at that clinic. The one-on-one 
counseling, support group, and intense case management turned her health around. She became a 
peer advocate and outreach worker for the clinic. She took her medication exactly as prescribed 
and set a reminder alarm on her phone as a strategy to not miss doses.  
 
 
The Role of Family in Managing the Psychosocial Challenges of Living with HIV 
Boot-Strappers initially responded to the HIV-diagnosis with extreme grief. Many cried 
and experienced despair, which in several instances resulted in depression. For example, when 
the news of her diagnosis was delivered Cherie asked the nurse to repeat herself several times:  
I must've asked her if she was sure like 14 times, 15 times..And it be really, really, really, 
really, really, really stressing me, not wanting to tell … then depression … It was not 
good at all. I would never wish it upon nobody… because it wasn't pretty. I mean day in, 
day out, day in, day out, all I did was cry.  
 
Cherie was living with HIV for three years at the time of the interview and described herself as 
depressed for several months after her diagnosis. She told her mother, sister, and brother about 
her diagnosis: “because I had to. I was living in the house with them.” They had not discussed 
her illness with her since her disclosure, which made Cherie feel just as isolated as she had felt 
growing up: “…like I said, nobody ever talked to me about it. … talked amongst themselves 
without me knowing but nobody really came to me and talked to me.” With no emotional 
support. Cherie’s depression deepened. Her physical health also declined and she began 
“wasting”:   
I can't describe it but it's a certain way you feel, and I felt that way every day. I mean 
every day I used to cry when I looked in the mirror. I would hate the way I looked. 
Because at one point in time I was wasting and stuff like that so it's like – it started 
getting to me, the way I was looking, the way I was looking and stuff like that. It was 
emotional stuff, it was the way that I looked because … I kept asking myself why me, 





Cherie’s mental and physical health were severely compromised for two years as she battled with 
depression. She was in and out of the hospital at that time, which she attributed to the poor 
medical care she received. The hospital staff was “full of shit…there's no reason why I should be 
in and out of the hospital like that.” By Cherie’s estimate in the first two years after her diagnosis 
she was “in the hospital over 20 or 30 times.” She also experienced dramatic weight loss “I went 
from 135 pounds to 50 pounds within like a year, less than a year. That's what's called wasting, 
like when your body just gets … it gets skinnier and skinnier and skinnier.” Cherie felt as if her 
life was over until a caring and emotionally supportive nurse at the adolescent clinic took a direct 
interest in her care.  
 Another Boot-Strapper participant, Shellae, also felt unsupported by her family after she 
told them about her diagnosis. Shellae was diagnosed with HIV two years before the interview 
during mandatory testing with the Job Corps. She was extremely sad upon hearing the news, 
stating that she “cried…cried lot… I was scratching my face. Like I was scratching my face like, 
‘Why… why? That’s a lie.’ And he was like, ‘No, no, no that’s not a lie.’” She disclosed her 
status to her family the same day she was diagnosed. As she reflected on the experience of their 
reaction she stated: “They, to me, they seem happy that I got it in a way.” For example, she had 
reconnected with her mother after a childhood of being raised by her grandmother. She told her 
mother about her status and her mother was not particularly supportive: “It still wasn’t the same 
‘cause we don’t really talk about nothing… Like she don’t ask me how am I doing with my 
situation and stuff like that.” Not only did her mother not provide verbal reassurance when she 
disclosed her diagnosis; Shellae also described feeling rejected when she attempted to establish 
an emotional connection with her mother: 
…‘cause like when I was little I used to always cry for my mother so now that I know my 




that but you could sense that… I could sense when she don’t want to be bothered or when 
I’m trying too hard and stuff like that when it should be 50/50 instead of me doing all the 
work, so I stay my distance. 
 
Her mother’s emotional distance was particularly difficult for Shellae to manage in light of the 
good relationship her mother appeared to have with the children from her new family. Shellae 
felt that her other family members intentionally isolated her; she often felt unwanted by her 
grandmother and cousins as a result of her HIV positive status:  
Certain situations they don’t want me to be around and stuff like that. They ask me what 
I’m doing over here and stuff like that, but I try not to pay attention to them though.  
‘Cause they, it’s like when I do stuff, “Oh you shouldn’t be doing that. You should be 
careful about that.” and stuff like that. And I was looking like, it’s not that serious. You 
know what I’m saying like… The only way anyone can get it is through needles, sex, you 
know or blood contact or anything like that but I’m like what should I be doing?... I went 
to the Bronx and I came out there and they know my status and stuff like that but it was 
like 10:00 in the night. I came out there. “What you doing out here?” And I look like, 
“I’m grown!” Like what the hell! And we family! Like I need permission to come over 
here or something like that?” That really frustrated me too, like why would you be saying 
something to me like that? I’m not welcome here now or something like that?  It really 
made me feel bad and like mad but I was like, you know what all they just trying to do is 
just bring me down because that’s the only way they can….when I leave them, like be by 
myself, I be like damn, like they know me. Why would they even do that? 
 
Shellae’s family provided little to no emotional or practical support after she disclosed her status, 
She described feeling that her family members in some ways even intentionally attempted to 
sabotage her feelings. Like other Boot-Strappers who could not rely on their families to meet 
their emotional or practical needs, Shellae connected with a physician at the adolescent clinic 
who engaged her in the medical care process. The physician and the previous participant’s nurse 
were institutional agents or “individuals who have the capacity and commitment to transmit 
directly, or negotiate the transmission of, institutional resources and opportunities” (Stanton-
Salazar, 2001 p. 6). Boot-Strappers had access to and utilized institutional agents in the clinics 





The Role of the Clinic in Managing the Psychosocial Challenges of Living with HIV 
Though they came from similarly low status backgrounds, Boot-Strappers were 
distinguished from Withdrawers by their ability to develop supportive relationships with 
institutional agents outside of their kinship networks (Stanton-Salazar, 2001). These supportive 
relationships provided the socioeconomic and socio-emotional resources their family 
environments lacked. Condensed examples of institutional support are presented below in Table 
4.1.  
Table 4.1 Condensed Examples of Institutional Support in the lives of Boot-Strappers  
 
Characteristics of Distress Action Initiated by Respondent Outcome 
   
Participant kicked out by mother for 
her boyfriend, left homeless for 
several months before moving into a 
women’s shelter 
Sought out practical support from 
shelter staff so she could focus on 
school 
Participant established 
residential stability with the 
help of shelter staff support 
   
Participant’s mother was extremely 
ill with diabetes, rendering her 
responsible for raising herself and 
caring for a dying mother 
Established a support system in 
neighbors who were “like family” and 
provided practical support, like home 
cooked meals, and emotional support, 
like a listening ear 
Participant graduated from 
high school and enrolled in 
community college 
   
Participant abandoned by drug-using 
mother, verbally and emotionally 
abused by primary caregivers (aunt, 
grandmother) 
Requested support from teachers and 
counselors at school who encouraged 
her to complete high school 
Participant graduated from 
high school  
   
Participant molested by brother at 
age 11; she reported abuse to mother 
who did not believe her, thus sealing 
emotional distance 
A caring home nurse intervened after 
she was diagnosed with HIV and 
switched her services from an adult 
clinic to an adolescent health clinic 
Participant’s health 
drastically improved, she 
completed her GED  
   
Participant’s mother was a drug user 
who did not provide basic needs (e.g. 
food); participant placed in foster 
care of four different abusive homes 
Contacted distant aunt to request 
assistance in the form of a place to live 
after she aged out of foster care 
Stable place to live helped 
her get on her feet to enroll 
in her first semester of 
college 
 
The table illustrates that BootStrappers received institutional support from various social 




Accordingly, institutional agents in the social sphere of HIV clinics were instrumental in 
facilitating an HIV Identity. 
For example, for the first two years after she was diagnosed, Cherie’s health steadily 
declined. She had been in and out of the hospital for weeks at a time when she was visited by a 
home nurse from an adolescent clinic. The nurse recommended she move from the adult hospital 
to the adolescent clinic, “so they came and visited me and that's how I got associated with 
[CLINIC]. That's when - I was really, really sick when I first came to [CLINIC].” The adolescent 
clinic provided intensive care for Cherie at that time because she was extremely ill . Its support 
turned Cherie’s physical health around. The home nurse was someone whom Cherie came to rely 
upon for emotional and practical support. At the nurse’s suggestion, when her physical health 
improved Cherie began receiving services from the adolescent clinic.She had not been 
hospitalized for HIV since making the switch in providers. She relied on the clinic to meet her 
emotional and physical needs, and even worried about aging out of adolescent services: 
I don't care what year you aging out, I'm going to be still here, because I feel very 
comfortable here. This is like my home away from home. I don't need an appointment 
like other patients – I just walk in here if something's wrong me and they'll take care of 
me and if I need anything I'll call one of them… 
 
Cherie viewed the staff as her family - a powerful metaphor for the intimacy and comfort she 
found at her clinic. Cherie received medical care as well as case management services there. She 
described the social capital associated with the close relationship between her and her nurse; she 
made a sharp distinction between herself and “other patients” who may have to endure extensive 
wait times in the clinic. Though the nurse no longer treated her at home, she and Cherie 
maintained a close relationship. For example, her nurse was “the only one I will let take my 




her physical and mental health around. She acknowledged that while the clinic was useful, 
moving beyond depression also required a great deal of personal effort:  
I'm trying so bad not to like slip back into it…And after a while I just got fed up with the 
crying shit and I said to myself it's time you get your act together. So I brought myself 
out of depression. I did not need no doctor, diagnosis, I didn't get no medication, none of 
that. I took myself out of depression. 
 
Cheire’s above statement that she brought herself out of depression provides further evidence of 
the attributes characteristic of Boot-Strappers. Cherie’s statement is reflective of her perceived 
personal competence which contributed to the development of her sense of self (Polk, 1997). In 
addition to receiving services, Cherie described her outreach work for the clinic as helpful to 
maintaining her mental health as well:  
…. I go out there and I speak to young people about it and - if I wasn't positive I probably 
wouldn't give two shits about nobody else besides myself, so – it's teaching me to go out 
and speak to other young people and educate some of the stupid adults, the ignorant 
adults, on it…I've done it many times – I've gone in front of crowds and tell them my 
story and tell them my HIV status…it made me feel good inside to go speak to them. 
Doing something for a cause. 
 
In the above quote, Cherie commented on her advocacy efforts, reflecting an additional feature 
of Boot-Strappers’ strategies to establish an HIV Identity. Boot-Strappers were closely involved 
in activism that allowed them to develop social identities and establish group memberships in the 
HIV community.  Consistent with the social identity theory, Boot-Strappers’ participation in 
outreach created opportunities for them to “incorporate into their self-concept a perception of 
oneness or belongingness” (Tajfel, 1982). The connection to the HIV-community created in 
Boot-Strappers a positive emotional significance tied to their sense of belonging to a group. This 
sense of belonging contributed to Boot-Strappers’ increased self-awareness and promoted 




For example, as Shellae explained, her participation in the HIV community though 
speaking engagements made her more accepting of positive emotional feelings and more aware 
of physical changes in her body:  
So now it’s like since I’ve been HIV-positive I’ve been going to places where I can talk 
about it but then it takes a really… it really takes a lot for me to open up and be all 
sentimental and stuff like… I’m starting to know my body. Like take responsibility… 
 
Shellae’s new “responsibilities” post-diagnosis were to protect her health and care for her 
life. She found these new responsibilities “challenging and exciting” since to her they meant that 
she was no longer a child: “to really be grown, like to feel grown you know what I’m saying.” 
Shellae’s ownership of her body was another way of asserting her development and maturity in 
light of her illness. This maturity increased her active and healthy decision-making: 
I have to you know look out for my surroundings you know and pay bills [laugh] and all 
that stuff and it’s like it’s just got me to want to see the future more and determine more 
you know what I’m saying like things that I gotta do now I’m really… like things I used 
to think about doing, now it’s like, I know I gotta do it. I gotta do it before time runs 
out...finished high school… got my apartment in the midst of it [HIV] so it really opened 
me up to a lot of possibilities that I didn’t think I had before living with my family… 
 
Shellae viewed her HIV-status as an opportunity to realize possibilities she did not 
previously consider achievable. Shellae found extreme comfort and relief during the one-on-one 
counseling from her psychiatrist as well as through case management service discussions. These 
meetings were not only a source of emotional relief but they provided opportunities for Shellae 
to learn more about her illness:  
But like when I’m at one of my meetings, when I see [DOCTOR] and when I go see 
Housing Works and stuff like that; they tell me things. And things that I don’t know I be 
like let me get a copy of. So they give me a copy of it…certain things that come across 
my head that I don’t know. I would ask them and they would let me know the things.  
 
Having a network of reliable adults to trust for the first time in her life allowed Shellae 




me.” Shellae’s HIV status gave her access to a group identity that was a source of power for her 
and other Boot-Strappers. Her engagement with HIV community in the form of advocacy and 
outreach activities contributed to the formation of a group identity that led to explorations that 
were congruent with an HIV Identity (Ashforth & Mael, 1989).  
June, a Boot-Strapper participant who had lived with HIV for two years, was another 
woman who found her HIV Identity through interactions with the group. She was tested for HIV 
as part of her routine care and suspected “something was wrong” when she received a follow up 
phone call instructing her to return for her test results in person. She felt “dazed” when she heard 
the news. June vividly recalled the social worker’s effective efforts to minimize her fears: “She 
just calmed me down, made sure that I was okay and then she gave me some papers to read about 
testing positive and that you can live a long, healthy life, things like that.” The social worker 
directed her to a nearby adolescent clinic the same day where June met with several doctors. 
They medical staff made her feel at ease; June began a course of medication the following week. 
She rarely missed doses even though she had to change medications several times. She liked her 
adolescent clinic and relied on the staff to provide emotional support: “If I'm feeling really, really 
down I try to schedule an appointment with my psychologist…It's just somebody to vent my 
feelings to.” In addition to the mental health services she utilized, her adolescent clinic has also 
helped her “deal with it [HIV] in a very productive way”: 
Like people at my doctor's office, they ask me if I want to go and talk to a group of young 
people. And to me I think that that makes me stronger, to know that I can help somebody 
else.  
 
June’s work through the clinic as a peer advocate allowed her to develop confidence in speaking 
to other young people about the virus. Her clinic provided a stipend for her to attend a Ryan 




workshops.” June’s engagement with the HIV community helped to facilitate her development of 
an HIV Identity through the formation of a connection to the group.  
Boot-Strappers also relied on the clinic for strategies to disclose to sexual partners. June 
was in a relationship with her boyfriend for about two and a half years when she tested positive. 
She told him her status about two weeks after receiving her results because she did not want him 
to discover her taking medication without knowing what it was for; her boyfriend was extremely 
supportive. She had planned on breaking up with him, but he would not allow it:  
He convinced me not to. He was like, he didn't care – that didn't bother him, or 
whatever…. it doesn't change the way he feel about them so it's not gonna change the 
way he feels about me. [Interviewer: How'd that make you feel?] Special. … I think a lot 
of people in that situation would have left.  
 
At the time of the interview June and her boyfriend had been in an on-again, off-again 
relationship for roughly six years. He continued to provide emotional and practical support to her. 
Condoms are used “ninety-five percent of the time” for sex with her boyfriend. June disclosed 
her status to every potential sexual partner. Her work as a youth representative appeared to have 
empowered her to disclose her status with one potential partner after he made several 
“uneducated” statements about HIV: 
…we just talked about past sexual partners or whatever, and he was telling me that he 
don't like to use condoms when he has sex, that's why he has so many children now, and I 
was just like well when was the last time you … tested, an HIV test … he never did. I 
was like you know you should go check yourself out, he was like oh if something was 
wrong with me I would know. He was like I don't mess with girls with STD. I was like 
that makes them dirty? And he was like yeah, he was like I don't mess with dirty chicks, I 
can tell if a chick got something, it be smelling bad down there or if it don't look 
right…And I just came out, I was like well that's – you shouldn't think like that. He was 






He left shortly after June disclosed her status, which did not surprise her. They remained friends 
but they never began a sexual relationship. However, June had no regrets about her decision to 
reveal her status:  
I think that's a good thing because it seems like he ain't gonna get tested and I didn't want 
to be around that…like, he wasn't sure of his status and other STD's and I just think if I 
was going to be with somebody like that I would want them to be educated and realize 
that you can't look at somebody and tell… [I told him] to open up his eyes to reality, that 
it's just not sickly little people that got it. 
 
June’s quote illustrates another common theme among respondents in the Boot-Strapper 
typology: they felt a responsibility to educate their peers and sexual partners about HIV. As June 
indicated in the above quote, her disclosure to this potential sexual partner was designed to “open 
his eyes” and make him aware of the risks of unprotected sex. Several Boot-Strappers discussed 
variations on this theme of “personal responsibility to educate” among their family members, 
like younger siblings or cousins, in an effort to attempt to prevent them from becoming positive.   
Respondents in this category also frequently emphasized that they would not allow HIV 
to become a barrier to achieving their life goals. Several respondents used a fight metaphor: 
Like me being more determined like ain't nothing stopping me you know what I’m saying like… 
Even though I have it, I could still get the same benefits and do the same thing that a regular 
person is doing… (Shellae) 
           
Going for what I want in life, fighting for what I want in life. Don't just sit there and expect things 
to come to you; you've got to go out and get it. (June) 
 
Respondents in this category engaged in a personal battle against HIV, and with the institutional 
support of the HIV-community, made a commitment to winning the fight.   
 
Boot-Strappers Conclusion 
The analyses of Boot-Strapper narratives revealed the importance of supportive ties to 




participants. Boot-Strappers received direct and caring support from medical providers, case 
managers, nurses, and social work counselors. The rapport they established with providers was 
built upon emotional support and trust that many had not previously encountered. This trust 
facilitated a connection to the HIV clinic that in turn facilitated the development of an HIV 
Identity. The narratives of Boot-Strappers suggested that one way that these trusting 
relationships with institutional agents facilitated identity development was by providing deep 
social connections to collective experiences. This connectedness to the HIV community was seen 
in extensive participation in HIV advocacy and outreach activities. For example, two Boot-
Strappers were funded by their clinics to attend HIV conferences as youth representatives. 
Another Boot-Strapper was employed as a peer educator and outreach worker. This engagement 
with the HIV community in the form of volunteer and paid advocacy reinforced healthy, positive 
messages about their illness that further facilitated the development of an HIV Identity.  
After the initial grief and shock of the HIV diagnosis, the narratives of Boot-Strapper 
participants describe having renewed purpose, intentionality, and conviction. These young 
women were acutely aware of their circumstances and reported residential instability, emotional 
neglect from mothers, isolation, and feelings of hurt related to what they perceived as their 
invisibility with the family unit. Often Boot-Strapper descriptions of their family life during early 
childhood and teenage years were virtually indistinguishable from those shared by Withdrawers. 
Yet Boot-Strappers were distinguished from Withdrawers by their active responses to their 
circumstances after the diagnosis. When faced with challenging events, Boot-Strappers utilized 
psychological resources that allowed them to maintain an internal frame of reference for 
themselves independent of their HIV status and other difficult life circumstances. That is, they 




identities based on conceptualizations that were the opposite of those of their reference group. To 
use a mathematical conceptualization, Boot-Strappers reversed the negative of their negative 
circumstance, resulting in “positive” identity development strategies. For example, Boot-
Strappers often described having to “find out things for my own” or “do what I had to do.” They 
found strength in a developing a sense of self that was opposite of that of their families. That 
they engaged in identity practices despite their socioeconomic and socio-emotional conditions 
provides a lens through which to examine what sociologist David Morgan (1989) has called the 
“complex dance of agency and structure” (p. 27). Inherent in Morgan’s concept is the assumption 
that people actively create strategies to deal with structural forces that may be in their way. This 
idea also explains how people who lack power operate within powerful systems (Kaplan 1997, p. 
182).  
Roger’s and colleagues (1993) have developed a model of coping style that may shed 
light on how young people like Withdrawers and Boot-Strappers that are raised in similarly 
compromised conditions have traversed different developmental trajectories. Their research, 
informed by coping theories (e.g., Lazarus, 1993), emphasizes the role of “detachment,” where 
individuals accept the existence of stressors but attempt to minimize their emotional impact by 
distancing themselves from their emotional meaning (e.g. item 45, “Just take nothing personally;” 
or item 57, “See the thing as a challenge that must be met”).  These authors’ findings lend 
support for the view that detachment is an active coping strategy that is adaptive (Brown & 
Ireland, 2006). Boot-Strappers, in contrast from Withdrawers, appeared to effectively 
emotionally detach from their dysfunctional families of origin and form new attachments to 
several staff in the HIV clinic setting. This finding contradicts previous studies among adults 




Folkman et al.. 1993). The resources and institutional support of the clinic, combined with 
emotional detachment from their families, facilitated the development of an HIV-Identity 
development among Boot-Strappers. The final identity typology, Suspenders, is described next.  
 
Type Four: Suspenders 
Two respondents were categorized by a common social position and a self-concept that 
diminished after the HIV-diagnosis. The participants in this group made repeated references to 
mothers who were largely “hands-off” in their approach to parenting. Each described 
relationships with mothers that were characterized by loose curfews, limited monitoring of 
activities, and rarely spending time together. On the other hand, they could depend on their 
mothers to meet their practical (e.g. allowance) needs. HIV was experienced as a major 
biographical disruption for Suspenders. Likely due to the newness of their diagnoses, the 
narratives of these two participants illustrate a psychological moratorium on identity practices 
during their struggle to redefine their sense of self in light of their illness. These two cases 
reiterate the psychological decline participants in other groups described when they first learned 
of their diagnoses.  
 
Socioeconomic and Socio-emotional Features of the Family Environment  
Two women were classified as Suspenders: Anjelica and Josie. This group was 
distinguished by the newness of their diagnoses and the importance of their peer groups to their 
identity development. Combined, the socioeconomic and socio-emotional features of their 




diagnosis. Brief background profiles summarizing the features of their family habitus are 
presented below:  
Anjelica (R#402) was 18 years old at the time of the interview. Anjelica was raised by her single 
mother who she felt close to growing up; as she entered her teenage years their relationship was 
distant. She managed well financially with an allowance from her mother and her job with her 
mother’s real estate company. She mostly had enough money but “otherwise I have the company 
[credit] card, which usually gets me through.” She and her mother argued often, which Anjelica 
attributed to her mother’s tense feelings about Anjelica leaving to go away to college. Anjelica 
did not have a close relationship with her father, as her parents had been separated for several 
years at the time of the interview.  
 
Josie (R#131) was 21 years old at the time of the interview. She grew up in a two-parent 
household and felt a very close connection to her father when she was younger. It was a difficult 
decision but she went to live with her mother after her parents’ divorce. She felt manipulated by 
both of her parents during the divorce process and as a result grew isolated from them. Her 
mother’s demanding schedule as a nurse left Josie at home alone, which gave her time to be 
“rebellious.”  
 
Participants in the Suspender group were distinguished by close relationships with peers 
and an ability to rely on their mothers to meet their practical needs. As they entered their teenage 
years, their relationships with their mothers weakened and in turn, their peer groups became 
extremely important to their developing sense of self. The peer group affiliations of Suspenders 
appeared to be normative, with both young women turning to peers in response to increased 
conflict in the home. For example, Josie (R#131) had a close relationship with her father during 
her childhood. Josie described how she and her dad were “alike” based on their similar 
temperament and personality. Josie stated that the relationship with her mother could never be 
compared to the one she had with her father: “My mom… me and my mom never had a 
relationship like me and my father.” In part, she and her mother never “built a relationship” 
because her mother was rarely at home; most of the time her mom was at work.  
During her early years, Josie’s father was her primary source of love and support; 
however, their relationship was compromised when her parents divorced when she was 17. Josie 




her father, she chose to live with her mother after her mother convinced her that her father was 
abusive. She later learned that her father had not been abusive; this revelation caused Josie to 
feel that there was no one in her life she could trust. She resented her mother for manipulating 
her into moving. She also blamed her mother for ripping apart their family. The rift between 
Josie and her mother improved slightly when the divorce ended and she and Josie moved far 
away from her father. As she described in the following quote, her mother attempted to mollify 
Josie for her lies about the abuse by allowing her great freedom and flexibility with her curfew. 
Her mother maintained her long hours as a nurse and was rarely ever home. Even when her 
mother was home, she did not closely monitor Josie’s schedule. Josie became “rebellious” 
spending more time with friends and lying about where she was staying at night:   
I was living over there with my mom and that was actually the time that I was like 
somewhat rebellious…once we started, me and her, just living together, and she gave me 
a lot of space for some reason. And I took advantage of that…Most of the time I would 
lie to her and tell her I’m going to my friend’s house and I would go to whatever guy that 
I was talking to at the time, go to their house.  And that’s how it was going on for a while.   
 
Josie’s mother had relaxed her rules thereby giving Josie more time to spend with her boyfriends. 
In the above quote she stated that her mom gave her “a lot of space for some reason.” Later in 
the interview, Josie remarked that this was just another way her mother manipulated her:  
I felt like she was using me.  And then, you know, just giving me the space and the 
opportunity, you know, to go out (of the house whenever) I felt or whatever.  Even 
though I was 17 going on 18, I felt like she was doing that to, you know, just to make me 
stay and be by her side. She never really had like a problem with me going out. 
 
Her mother endeavored to “make me stay and be by her side” but her efforts had the 
opposite effect. Josie did not grow closer to her mother; instead she felt farther away from her 
than ever before. With her mother unavailable, Josie spent more time with her friends: 
…it don’t matter what time, what day; go to their house and there’s always people there 




and chill and if it was, you know, one of those good days we’ll, you know, drink casually 
or whatever, smoke casually. 
 
She and her friends had a great deal of unsupervised time which they spent drinking and 
smoking. Josie described the relationship between her and her family at that time: “I was pretty 
distant…Another reason for that was; I didn’t want to be bothered with them [my family] 
because they just was manipulating me…” The following quote further illustrates the tension 
Josie felt between her family and friends:  
And I just felt like so much clutter in my mind, like one side telling me to stay here and 
the other side telling me to go there and still wanting to stay with my friends, like my 
friends meant so much to me… 
 
Josie’s friends became vital to her developing sense of self when her parents got divorced. 
Several researchers have noted the greater importance and influence of peer groups in the lives 
of African American youth, especially relating to dating and sexual activity (Harper et al., 2004; 
Anderson, 1999; Way, 1998) . Josie’s peer networks became a necessary form of social support 
that assisted her to achieve social competencies in a way that her family after the divorce could 
not. Josie’s friends satisfied her need for interpersonal competencies like empathy, perspective 
taking, and self-esteem support (Clarke, 1991). Josie constructed a personal identity based on the 
feedback she received from peers, not her family. For example, she became a supportive advice-
giver to her friends, which provided her with positive affirmation: “… I was always the kind of 
person that was like there for people.  I was always more there for people than myself.   I’m 
always the person that’s giving advice and, you know, speaking my mind.”  Josie valued being 
someone her friends could rely on for advice; she was always: “somebody’s ear.” She did not 
mention receiving these same affirmations from her any of her family members. She declined to 




While the other Suspender, Anjelica (R#402) did not feel manipulated by her family, she 
felt equally distant in her relationships with them. She was not especially close to anyone she 
was related to, instead describing herself as the “oddball.” She was very “outspoken” and dressed 
differently from the rest of her family. These differences were one cause of her isolation:  
I dress differently from everybody else. Like my mom, she dresses like professional and 
she has the ties and business suits… my godsister she likes to wear tight jeans and the 
jean jackets with the Air Jordans and –my cousin, I don't know, since he's in the service 
he always has on his Army uniform and stuff like that and I'm sitting here and I don't care 
what I wear. I just throw on anything that matches and that looks nice and then I try to 
make it work. I go through hair colors like water. I have piercings and I'm getting a 
tattoo…Like I said, I do a lot of random stunts just to do them.  
 
Anjelica’s assertion of her differences between her and her family is characteristic of 
Blos’s (1967) description of the individuation that occurs during adolescence where the 
adolescent begins to establish a sense of self separate from the family system. Anjelica attempted 
to establish an identity of her own through unique choices in apparel. Her unique dispositions 
(e.g. tattoos, piercings) made her an outsider according to her family’s mode of dress and speech. 
Anjelica was not completely independent of her family, however, relying heavily on her mother 
to meet her practical needs. For example, she managed well financially with an allowance from 
her mother and a job with her mother’s real estate company. She usually earned enough money 
to purchase the things she wanted, but in instances where she did not she used “the company 
card.” She described working for her mother’s company as “not really a job,” but she enjoyed 
helping her mother out:  
It’s not really a job job but I'm working for my mother. She's starting her own real estate 
business so we're trying to go out and find property and everything like that...I'm pretty 





Anjelica worked part time for her mother, but this caused her stress since she felt her mother was 
unnecessarily difficult with her. She described her mother’s complaints and arguments about her 
attire:  
Oh God. Over piercings, tattoos, the clothes I wear, some of the people I hang out with, 
the way they dress, the way their piercings look on them, me getting a job, me getting in 
contact with my dad – it would be like minor little things I really don't care about but that 
she wants me to pay more attention to. 
 
Like Josie, the frequent bickering between Anjelica and her mother caused her to turn away from 
their relationship, focusing on her friends instead. She spent a lot of time with her friends: “I 
have too much of a social life. I hang out a lot. Which is kind of surprising because at the same 
time I still get my work done. But I mean I hang out a lot more than I probably should.” Anjelica 
described the ways she and her friends usually spent their time together: “we'll walk around, 
we'll go to this club called the Shadows or we'll go to the movies or hang out in the Union 
Square or go to plays or something.”  
The two respondents in this identity category were raised in family environments marked 
by bonds with parents that loosened during their teenage years; lacking emotional connections to 
their families, the respondents in this category felt like outsiders. The next section presents the 
role of the family habitus and peer group in shaping HIV Identity of Suspenders.  
 
HIV Identity Among Suspenders 
Likely due to the recency of their diagnosis, Suspenders discussed feeling deeply 
wounded by their HIV status; this feeling resulted in the postponement of identity related 
processes. Suspenders appeared to still be processing the meaning of HIV in their lives. They 
had not come to firm conclusions about significant aspects of the illness. Suspenders maintained 




Suspenders described feeling uncertain about the future because they were HIV-positive. 
Participants in this category described entering a moratorium period as they attempted to figure 
out who they were in light of their illness. The emotional distance Suspenders felt from their 
families resulted in their latching on to peer networks to meet their unmet needs of social support. 
Within these peer networks, Suspenders developed a social identity, or “individual knowledge 
that s/he belongs to certain social groups with some emotional and value significance to him/her 
of the group membership” (Tajfel 1972, p. 31). Tajfel and Turner (1985) have theorized that 
one’s self-concept is comprised of personal identity encompassing idiosyncratic characteristics 
and a social identity encompassing salient group classifications. The peer group influenced social 
identities that Suspenders formed before the diagnosis, but these identities were not sufficient to 
buffer the biographical disruption caused by the HIV-diagnosis. Brief summaries are provided 
for each participant in the group as it related to their HIV Identity: 
Josie tested positive approximately six months prior to the interview when she was 20 years old. 
She had been dating her boyfriend for several months when he came to her home visibly upset. 
After more than an hour of asking what was wrong, he told her that he had just tested positive for 
HIV. She felt her knees weaken and a sense of urgency to get tested. On what she expected her 
results to be Josie said: “From the day that he told me he was positive… it was set in my head 
that I was already.” She had not been physically sick from her illness or prescribed any 
medication. Josie stayed in her relationship with the boyfriend who infected her and she estimated 
that they use condoms 80% of the time. She considered him one of three of her closest friends 
who know her status. The most stressful thing for Josie about living with HIV was hiding her 
status from her family. 
  
Anjelica tested positive roughly four months prior to the interview, when she was 18 after a visit 
to her school’s health center. She was asked during her annual OBGYN visit if she wanted to take 
an HIV-test and she remembered feeling some hesitancy.  She had been abstinent for almost a 
year before her test, when she met her boyfriend at the popular rock and punk nightclub CBGB’s. 
They dated for six months and used condoms by her estimate about 60 percent of the time. In 
hindsight, Anjelica felt she had some reason to think he might be infected because of his reaction 
during discussions about HIV. Her boyfriend was perinatally infected with HIV and intentionally 
kept his diagnosis a secret from her. She had struggled with a tremendous amount of self-doubt 
since being diagnosed.  
 




Suspenders responded to news of their diagnosis with anxiety. Lacking emotional closeness to 
their parents, Suspenders did not disclose to their family members; rather they endeavored to 
process the meaning of living with HIV on their own.  Josie, having been diagnosed just six 
months prior to the interview, had told no family members about her status. Shortly after her 
high school graduation, Josie met and began dating a boy she worked with. When he told her that 
he had tested positive for HIV she felt an urgency to get tested. Josie expected the results to be 
positive: “From the day that he told me he was positive; that’s… it was set in my head that I was 
[positive] already.” Though she would like to tell her family about her status, she was hesitant 
because she saw them as “resentful” and “critical” people who not handle the news well: “I feel 
like the world will crumble if I tell them what my status is.  I feel like even though they’re adults, 
but I don’t think they can… I don’t think they can um pull that much maturity out of theirselves 
so fast.  Like it’ll take them such a long time.”  Her HIV status was not the first major secret that 
Josie had kept from her parents. After their bitter divorce she no longer felt close enough to 
confide in either of them. She became pregnant during her senior year of high school and sought 
no familial support for making the decision to terminate her pregnancy:  
I think I could have used the best support when I was pregnant…of course that was 
before I was, you know, found out that I was HIV-positive. That was way, way before I 
even knew, you know.  But that was one of those times when I did not have any support 
and I went and did what I, you know, felt like I needed to do. So I feel like if I can go 
through that all by myself, which I did, I can do anything and go through it…  
 
As Josie reflected on past where she handled important decisions, like her abortion, on her own, 
she communicated in stronger terms her belief that she could manage her illness without much 
support. At times during her narrative Josie appeared very sure of herself. At other times, 
however, like when asked whether HIV had changed her life Josie, did not seemed quite as sure:  
[Interviewer: : In what ways has being diagnosed with HIV changed your life?] Ok um… 




come up with for that question.  That.. that question got me mumbled. Because I’m still 
trying to deal with it, you know. 
 
The above quote indicates Josie’s acknowledgement that she does not have complete certainty 
about her illness, though she appeared to be working toward some sort of understanding. An 
added challenge to accepting her own illness was her mother’s strong negative statements about 
people living with HIV: 
My mom’s that kind of person and she’s been working as a nurse for over 17 years but 
um it’s just the way she talks about people that AIDS or HIV that she work with.  Like as 
if they’re very spiteful and they don’t care about nobody but theirself.  And I don’t want 
her to judge me in that way…I don’t want her to feel as if she.. she like hasn’t done a 
good job with me, you know.  
 
Her mother’s strongly negative sentiments were hurtful to Josie who continued to feel isolated. 
In light of her mother’s views Josie, like the other Suspender, turned to her peers for support.  
Anjelica, the second Suspsender, had been diagnosed with HIV three months prior to the 
interview. She also felt she did not have a support system in her family. She learned of her status 
during a routine visit to her school’s health center when she was offered the option to take an 
HIV-test. Anjelica had been dating her boyfriend for roughly six months and they used condoms, 
by her estimate, about 60 percent of the time. In hindsight, Anjelica had some reason to think her 
boyfriend might be infected because of his reaction during discussions about HIV: 
And I don't know maybe I should've known it was a sign because when you ask 
somebody a question they usually don't get like super-dramatic about the question, they 
just explain it to you, but every time I would mention it to him he would always get upset 
and be like why did you ask me that, I kept telling you I wasn't, you know this already 
and then like kept trying to make an argument out of it. So I just thought maybe he was 
trying to be super-persuasive. So like it never came into my mind that he would actually 
be positive. … it seemed like that kind of repulsed him.  
 
Her boyfriend’s constant denial convinced Anjelica to ignore her better judgment and continue to 
have unprotected sex with him. She was reflective upon learning about her diagnosis, stating: “I 




happened.” Her first response was to protect her boyfriend; she disclosed her status to him and 
insisted that he get tested. She felt a sense of urgency but recalled that he was unusually calm:  
I kept telling him get tested, get tested, just go and get tested. Then he lied to me and was 
like okay I went and got tested, then on the 26th of January I was like what happened, 
what were your results? He was like well I need to talk to you. I'm like okay talk to me. 
That's when he told me that he didn't get tested, that he knew he had it the whole 
time…he was born with it…that he actually infected another girl that he was cheating on 
me with, and that he was also married but separated. And I'm sitting here like am I 
hearing all of this? It sounded like a really bad soap opera.  
 
Anjelica was stunned by her boyfriend’s admission and the lies that he had maintained 
throughout their relationship. They had a long conversation during which Anjelica attempted to 
maintain her composure. The conversation ended on a sour note, however, when her boyfriend 
demonstrated a remarkable lack of empathy about knowingly infecting her:  
But then he threw out this line, which is like my new favorite line – he was like, “I don't 
tell people I don't see myself in the future with.” So I'm sitting here like so okay in other 
words you pretty much just used me, to infect me, just to get your jollies and call it a day. 
He was just like well it wasn't really that serious, it wasn't supposed to happen, I was 
hoping that you wouldn't catch it….But he didn't think it was best for me to know. 
 
The news of her diagnosis, coupled with the callous disregard her boyfriend showed for her 
health, caused Anjelica to feel a combination of anger, depression, and a sense of loss. In 
addition, she no longer trusted her judgment; she even began to seriously question her identity 
and confidence:  
Like, I never doubted myself before. I had more courage and I had more confidence in 
myself, and I knew who I was, I knew what I liked, I knew what I liked doing, I knew 
who I liked dating and I never had to worry about oh my God am I gonna infect them, 
you know, I can't really do this right now – I don't want them hating me or having their 
pressure on top of my pressure and making things worse.  
 
Anjelica’s utilization of words “I knew who I was” before the diagnosis was consistent with the 
Josie’s narrative. After the diagnosis she and Josie were subsumed with pressure to redefine 




critical. Throughout the interview she criticized her handwriting, her attire, and how much she 
talked in school. She was struggling to accept herself and her illness.  
 
The Role of the Adolescent Clinic in Managing the Psychosocial Challenges of Living with HIV  
 Suspenders had not yet formed a close connection to the adolescent clinic setting. For 
example, Josie attended support group but did not have a close relationship with her social 
worker because the social worker was “new,” as was Josie. Josie and her provider had not yet 
established a strong or trusting relationship. That she stated “I have no like real support system 
besides, you know, [CLINIC]” could indicate that she was working toward establishing rapport 
with the provider. Relying mostly on herself and the staff at her adolescent clinic to manage her 
illness had taken a toll on Josie’s emotional and mental health. She described keeping her illness 
a secret as the most stressful thing in her life. Before she learned she was positive, Josie was 
“very um critical, you know, towards certain things” when it came to herself. Since her diagnosis 
however, she became more “open-minded:”  
I think now I’m just more open minded to how life can be and how fast life can change 
and how important it is to adapt to whatever situation you have to adapt to and to see the 
difference from changing a situation that you have that can be changed and not changing 
it and dealing with it that cannot be changed.  
 
Josie’s words appear to be inspired by theologian Reinhold Niebuhr’s Serenity Prayer. 
Commonly used in Twelve-Step Programs like Alcoholics Anonymous, her adaptation indicated 
her attempts to cope that are consistent with her attendance at her HIV-support group. She liked 
the group for “venting or still certain situations that can come along by, you know, having to deal 
with being HIV-positive.” Through she was relatively new to the clinic, Josie’s narrative 
appeared to indicate that a trusting relationship was being formed:  
Once I found out about myself… I started, you know, being accompanied by people who 




Somebody else cares for me… I started going around [CLINIC] or whatever and I felt a 
comfort with them …So I was telling him [boyfriend] like, “Well you better come on. 
Come with me. I’ll introduce you to them or whatever.  Don’t worry they’re alright 
people. They don’t, you know, tell your business out or nothing like that.  They don’t 
pressure you into nothing.  They’re going to ask you first what you want to do and you let 
them know what you want to do and they just go by whatever you want to do. And they 
tell you… They give you their advice on what you should do and that’s it.  It’s no 
pressure behind it.”    
 
Above, Josie characterizes several features of the clinic that promoted social connection and 
facilitated HIV Identity development in other groups, such as advice giving, information sharing, 
mutual decision making, and confidentiality. Moreover, it appeared that, as was seen in other 
groups, Josie was on the cusp of viewing the clinic as a high functioning family:  
I was telling her about this yesterday because I was right over there on 125th looking for 
jobs on the computer.  But um I was just telling her like how I feel that [CLINIC], the 
work like how a family would work, you know. ‘Cause they… it’s one person that, you 
know, is your doctor. The other person checks up on you to make sure that, you know, or 
to find out that everything’s going alright in your life. And there’s other people there to 
um invite you to, you know, certain events and you know to cater you and stuff like that.  
All of those things I feel like I need, you know, in order to keep my interest and wanting 
to keep myself healthy. 
 
Josie’s words clearly show that medical services as well as social services and ancillary services 
like case management are necessary for her to manage her illness and maintain her health; as was 
described earlier in this chapter, services provided in an emotionally supportive environment 
may facilitate the development of an HIV Identity for young women like Josie who come to rely 
on the clinic as a fictive family. 
In contrast, Anjelica, who was also new to the clinic setting, found it to be an unwelcome 
environment, mainly because the young man who infected her received services at the same 
location. She explained that her social worker had advised her not to attend the support group: 
Right now I have a social worker who I talk to but she wants to wait first because lucky 
enough for me, the guy that I was dating also goes to this support group at this hospital. 
So she's trying to make sure that everything with me would be okay before we go 




told her that if I was to see him at this present moment I probably would definitely 
scream at him, and not really care. So we're trying to work on the whole screaming phase 
to bring it down to a more calm and social talking tone, so that's what we're waiting for. 
 
Anjelica felt somewhat close to the social worker and trusted her advice to not attend the group. 
During their private sessions, Anjelica expressed more intense emotions like anger toward the 
man who infected her. She valued the relationship with her social worker because: “it just helps 
me remember the way my life used to be.” Anjelica felt that she benefitted from the counseling 
sessions but she stated:  “I'm trying to find out who I am. Because [since being diagnosed with 
HIV] I feel like I lost my identity…so I'm trying to find the way I was before and that's pretty 
much it.”  This continuing uncertainty of who she was post-diagnosis was typical for both she 
and Josie who were struggling to refine their self-conceptions in light of their recent diagnosis. 
The clinic setting was potentially a site to assist with their illness management, but due to their 
recent diagnosis this was not entirely, possible, as shown in their interviews. 
 
Suspenders Conclusion 
The family habitus of Suspenders was marked by sufficient socioeconomic resources and 
emotionally distant relationships with family members. Suspenders relied on the social support 
of their peers to compensate for the emotional shortcomings of their families. Prior to the 
diagnosis, peers were a key to their socialization, facilitating components of identity 
development, such as romantic relationships. Post-diagnosis, however, existing peer networks 
were not sufficient to mitigate the negative feelings associated with their HIV status. Suspenders 
disclosed their HIV status to their peers, yet these peers were not equipped to provide the 
emotional and moral support or guidance necessary to manage complex feelings about the illness.  
Suspenders were unique in that both had only known of their illness for fewer than six 




their providers, which could facilitate an HIV Identity. Similar to Immersers, however, 
Suspenders were not in the traditional “high-risk” or “at-risk” group (e.g. sexual abuse, injection 
drug use, sex with a much older partner) of HIV-positive youth. In addition, neither described 
associating with high-risk peer groups.  
HIV prevention strategies could be enhanced through the provision of targeted 
interventions that focus on developmental issues young women experience in navigating sexual 
relationships, as will be further explicated in the conclusions chapter. While Suspenders were 
newly diagnosed and had not yet sufficient time to establish an HIV Identity, as will be discussed 





Chapter Five | Vocational Identity  
Introduction 
Few developmental processes have such dramatic implications on one’s future as  finding 
vocational direction. The development of a vocational identity is integral to the identity 
formation process, and it has been associated with positive outcomes and behaviors for 
adolescents (Blustein, Devenis, & Kidney, 1989). While the impact educational and vocational 
decisions have on adolescent identity development have been researched, the ways in which this 
development occurs among HIV-positive young women has been largely ignored (Lightfoot, 
1997). This chapter seeks to fill this gap in understanding by examining the educational and 
vocational choices and decisions of young women living with HIV. The emergent typology was 
used to examine data from young women’s academic performance (e.g. school attendance, 
grades) and vocational choices (employment history, future career plans and preparations). 
Findings reveal the barriers of and facilitators to the development of a vocational identity in this 
sample.  
The previous chapter established that socioeconomic and socio-emotional resources in 
the family facilitated HIV Identity for some while constraining identity development for others. 
The current chapter establishes a similar relationship between family habitus and Vocational 
Identity. Through an examination of previous, current, and future educational and vocational 
experiences and desires of study participants, this chapter illustrates the ways in which resources 
in the family encouraged or discouraged success in the academic and/or labor market. As with 
previous findings, this chapter further demonstrates the importance of considering social and 
contextual factors in addition to personal characteristics in identity investigations.  Table 5.1 
provides a demographic description of the level of education of study participants. Findings that 




Table 5.1 Select Demographic Characteristics of Respondents 








Melissa 18 22 College Graduate Immerser 
Shantall 16 24 Some College Immerser 
Keesha 17 19 Some College Immerser 
Latasha 17 20 Some College Immerser 
Sade 23 24 Some College Immerser 
Maryland 20 21 HS Graduate Immerser 
Patricia 19 20 HS Graduate Immerser 
Natalie 15 16 Current HS Student  Immerser 
Anjelica 17 18 Current HS Student Suspender 
Josie 20 21 HS Graduate Suspender 
Shellae 19 21 HS Graduate Boot-Strapper 
June 19 21 GED Boot-Strapper 
Cherie 18 22 GED Boot-Strapper 
Octavia 21 23 IEP Boot-Strapper 
Lakila 20 20 No high school diploma Boot-Strapper 
Jean 17 19 IEP  Withdrawer 
Tisha 18 20 No high school diploma  Withdrawer 
Yessenia 17 22 No high school diploma Withdrawer 
Deshaun 18 24 No high school diploma Withdrawer 
Sparkle 17 21 No high school diploma Withdrawer 
Anecqua 18 23 No high school diploma Withdrawer 
Illia 17 19 No high school diploma Withdrawer 
Simone 16 22 No high school diploma Withdrawer 
Shanita 19 20 No high school diploma Withdrawer 
Erika 20 21 No high school diploma Withdrawer 
Carlene 21 22 No high school diploma Withdrawer 
 
Type One: The Vocational Identity of Immersers 
Features of the family habitus facilitated the development of a Vocational Identity for 
those categorized as Immersers. As illustrated by the conceptual framework of this dissertation, 
family habitus reinforced a clear and integrated sense of self for respondents in the Immersers 
category. Further, family habitus buffered challenges that arose in school settings.  All 
Immersers were high school graduates and all but two had some college experience. One 
respondent had earned a college diploma.  Many had well-defined career goals; several had 
completed information-gathering tasks in pursuit of the steps necessary to achieve such goals, a 




considerable employment experience. Brief participant profiles related to Vocational Identity are 
presented below:  
 
Keesha was on the honor roll in high school and really enjoyed her studies. While still in high school she 
worked at a day care center. Keesha would like to pursue a career in mass communications and stated that a 
future goal of hers was to:  “I might choose to speak up. To open my voice, you know, and become a part 
of the HIV community.” She was in her third semester of college at the time of the interview.   
 
Latasha graduated high school and at the time of the interview was a few credits shy of completing her 
Associate’s Degree in early childhood education. She would like to become a teacher or open her own day 
care center. 
 
Patricia described herself as a “good student” in high school. She earned excellent grades (80’s and 90’s), 
served on the prom and yearbook committees, and often participated in afterschool activities like karate. 
She spent her summers as a camp counselor at a sleep-away camp for disabled children.  
 
Melissa stated that she was a good student in high school and on the honor roll for most semesters. She had 
graduated college and at the time of the interview was on the job market searching for teaching positions. 
 
Natalie was a high school student at the time of the interview with good grades. She was excited to explore 
different part-time jobs since she had recently turned the legal age (16) for employment. She earned money 
as a babysitter and managed well financially with the help of her mother.   
 
Shantall worked hard to complete high school. She took several classes in night school to make up for 
courses she had previously done poorly in. At the time of the interview she had completed three semesters 
of her college education in a technical career. 
 
Maryland graduated high school and enrolled in a program to train as a medical assistant. She also worked 
part-time as a salesperson in retail.  She was considering her career path at the time of the interview. 
 
Sade graduated from high school and was a college student with a major in liberal arts at the time of the 
interview. She would like to pursue a career as a social worker. 
 
Immersers were closely bonded to their school environments. Most described themselves 
as a “good student;” several mentioned being on the honor roll. Several were also active in 
extracurricular activities like choir, yearbook committee, or after-school tutoring programs. 
Others indicated that they engaged in minor delinquencies like cutting school; however, all had 
familial influences (e.g., close regulating supervision by a parent or guardian) or school 
personnel involvement (e.g., teacher or principal) that mediated their academic behavior. For 
example when Shantall (R#206) felt she was being too closely monitored by her aunt and 




…like I couldn’t go outside and play with my cousins which were the same age as me 
because they were boys, so I would stay upstairs, couldn’t go outside. You know like 
they would send me to the store and that’s the only time I could go outside – you know 
like it wasn’t fair…they wouldn’t allow me to go. So I would cut school. My aunt would 
walk me to school and I would cut school and be with my boyfriend.  
 
In the above quote, Shantall noted the differences between the supervision that she received and 
that of her male cousins. Close monitoring and supervision of girls’ behavior was common 
among Immersers. Shantall’s elaborate scheme to skip school avoided detection by her 
grandmother; however, her absences did not go unnoticed by school personnel who called her 
home to make her aunt aware of Shantall’s poor attendance:  
…when I was almost 15 my aunt - well, she found out I wasn’t going to school … before 
I was gonna graduate I got in trouble and they called her in and she found out I wasn’t 
going to school or whatever… she got upset and we got in an argument…and then after 
that week I ended up going to my sister’s house and I ended up living with my sister. 
 
As was discussed in the previous chapter, Shantall had new responsibilities when she moved in 
with her sisters, some of which included chores and childcare. Through her household chores, 
baby-sitting duties, and employment in her new home with her sister, Shantall received a balance 
of supervision and responsibility that positively affected her academics. Shantall was doing well 
in school until she met her then boyfriend with whom she would cut school. She was also 
working two jobs at the time; this demanding work schedule proved to be exhausting and 
resulted in her cutting school during her senior year. Despite her spotty attendance in high school, 
with the support of her sister and cousin Shantall “…went to night school and made up for 
classes I didn’t have, and I went to summer school. So I was able to finish on time.” She lived 
with this cousin until shortly after graduation when she discovered she was pregnant. Shantall 
tested positive for HIV during routine prenatal care. Shantall was pregnant and living with HIV, 
yet she entered college the semester after graduating from high school. She began her college 




no one to care for her child. As soon as she found childcare, Shantall enrolled in another college 
program to become a medical assistant. At the time of the interview Shantall had completed three 
semesters of her college education in a technical career.  
Latasha’s (R#211) family also helped to facilitate her school performance even when her 
personal behavior could have hindered her. Her mother passed away when she was three years 
old, so Latasha was raised by her grandmother. They were very close growing up; she fondly 
remembered spending quality time together: “Like we used to sit – like I’ll come home from 
school, I’ll come in from outside, I’ll come into her room and we’ll sit and look at TV and 
we’ll talk for hours and stuff.” Latasha did okay in high school - “some classes was good, 
some classes was not so good” - until her junior year when her attendance and grades suffered 
“Because like I was like all kids, cutting school and stuff.” Latasha was truant from school to 
go to parties with a group of friends who were doing the same. By the second semester of her 
junior year, the friends she was hanging out with were gone. “…a lot of them got kicked out or 
they got transferred to different schools” leaving no one for her to skip school with. Her 
attendance, however, did not become more regular because her friends were gone; instead it was 
her grandmother’s intervention that changed her behavior. When Latasha brought home a report 
card with all failing grades, her grandmother put her on a strict punishment that deterred Latasha 
from being truant:  
Plus I had got in trouble and I was … punishment and I didn’t like that either. Because in 
the first semester I had failed like all my classes, and I got in trouble. And so I’m like I 
don’t want to be on punishment like that no more so I’m gonna go. So that was another 
reason. 
 
Latasha turned things around during the following semester when she worked hard to do better. 
She tested positive for HIV the next semester, during her senior year of high school. Both her 




allowed her to feel equipped to handle her challenges, both in managing her illness and in school. 
Before her diagnosis, Latasha was “doing a little bit worse” academically. However, in the 
interest of graduating on time she worked hard and made up her classes in night school. Latasha 
began college as an early childhood education major the following semester. She had been on the 
Dean’s list and at the time of the interview, was scheduled to earn her associate’s degree the 
following semester. She expressed a desire to earn a bachelor’s degree and pursue a career as a 
first grade teacher.  
Like other Immersers, Melissa’s (R#406) parents provided a foundation for the 
development of vocational identity.  Melissa was a good student in high school: “life was not 
that much different…I mean – high school I was doing good, I was on the honor roll all four 
years – it wasn’t until I was like age 16 that I started becoming sexually active. I wasn’t 
using the best of my judgments.”  During her junior year, Melissa also began cutting school to 
attend “hooky parties.” Her grades significantly declined:  
My average – I think that was junior year, second semester, and that would be my only 
semester that I was no on the honor roll – grades went down, I failed two classes, and 
those were my last two classes of the day – I was absent from school a lot. 
 
Melissa rebelled against her parents’ strict rules because she felt “trapped”; she had limited time 
with friends and a restrictive curfew: 
every time I wanted to hang out it was like a short time limit compared to my 
friends …they preferred me home. You know. Couldn’t really go to a friend’s birthday 
party because you’re a Christian, we don’t really do that, they’re not Christian, I’m like 
oh God – I was trapped.  
 
As the above quote indicates, Melissa perceived her parents to be very strict. When she tested 
HIV positive during her senior year of high school, she was initially devastated. However, with 
the support of her brother and parents, she soon began to focus on the positive aspects of her 




…when I first found out I was HIV-positive it was the end of the world for me – I cannot 
become this, I cannot do this – I was putting a lot of I cannot do. And now it’s like I 
graduated from college, I’m gonna become a teacher, I’m going on these interviews, I 
work with kids and doing everything that I had set goals from before – I’m not letting a 
lot get in my way of completing my goals. 
 
In the above quote, Melissa stated that if it were not for her acceptance of her status she would 
not have been able to accomplish her educational/vocational goals. She entered college the 
semester after graduating high school and was the only college graduate in the sample. She 
earned a bachelor’s degree in psychology and a teacher’s certification. She was working full time 
in an after-school program at the YMCA. She was also interviewing for teaching positions and 
had her first teaching interview the day before the research interview. Melissa was pursuing her 
educational and vocational goals, including: 
Well five or more years definitely going back to get my master’s. Becoming a teacher. I 
have the certification, I just need a job. You know, getting tenure – I mean I have a lot of 
goals. A PhD… I’d like to be Doctor … Um, just continuing to educate myself. Those are 
things I’ve always wanted and still see as a possible goal. 
 
Immersers Conclusion 
The family habitus of Immersers possessed the ideal conditions for healthy adolescent 
development, especially as those conditions contributed to the development of a Vocational 
Identity. Ladany, Melincoff, Constantine, and Love (1997)  argued that structural barriers like 
labor market discrimination, racism, and reduced teacher involvement constrain urban 
adolescents’ development of vocational identity and connection to their vocational futures. 
However, these structural barriers (e.g. societal or organizational factors that limit access to 
educational and/or occupational opportunity) were not frequently reported by Immersers. 
Contradicting previous findings, many Immersers reported feeling closely bonded to their school 
environments. Their narratives highlighted school personnel involvement when they were not 




supervision must also be underscored as many Immersers reported that they experienced 
consequences associated with poor academic performance (e.g., punishment for a bad report 
card). This finding is consistent with Gregory and Weinsten’s (2004) research which 
demonstrated that close regulation from parents predicted academic growth in high-school 
students.  
 
Type Two: The Vocational Identity of Withdrawers 
Features of the habitus constrained the formation of a Vocational Identity for those 
categorized as Withdrawers. Consistent with the literature, lacking a clear and integrated sense of 
self molded by their family habitus, these young women engaged in maladaptive behaviors that 
compromised their academic performance, such as friendships with high-risk peers, problem 
behaviors (e.g. fighting) in academic settings, and cutting school (Adams, 1983).  None of the 
respondents in this category had earned a high school diploma; most dropped out of school 
permanently before eleventh grade. Some Withdrawers expressed a desire to return to school or 
pursue a career in the distant future (e.g. “one day”). However, pursuits or information gathering 
tasks necessary to achieve such goals were limited, a further indication of these young women’s 
lack of exploration. In addition, Withdrawers had very limited employment experience such as 
short-term or temporary employment. Few set concrete educational or occupational goals; 
instead, they expressed desires to pursue “fantasy” careers (e.g. doctor, singer) without 
considering their skills, education/training requirements, or the economic climate (Ginzberg, 
1972). Respondent profiles regarding Vocational Identity are as follows:  
 
DeShaun dropped out of high school when she was in the 11th grade. DeShaun didn’t like school very 




she spent her time “running and ripping through the streets” DeShaun had never been employed. Her long 
term goals were to open a beauty parlor and a strip club.  
 
Shanita was expelled from school in the 11
th
 grade for fighting. She did not return to complete her diploma. 
She worked on and off as a cashier to cover her bills. She would like to return to school and find a better 
job but says her undocumented status prevents her from doing so. She did not set any long term goals for 
herself because she felt that being HIV positive limited her career possibilities: “Like I say, I’m taking 
everything one step at a time.” 
 
Anecqua completed all her class credits but did not earn her high school diploma because she had not 
passed her required Regents exams. She had never been employed and did not intend to return to earn her 
diploma.  She would like to become an HIV counselor.  
 
Carlene stated that her undocumented status had prevented from earning her GED or working. She had 
been unemployed for the three years since living in the United States.  She would like to pursue a career in 
computer programming or social work.  
 
Sparkle dropped out of high school in the 11
th
 grade. Sparkle had worked several jobs including one as a 
clothing store cashier and the other as a waitress on a part-time basis. She dropped out of high school to 
earn money. She was undocumented immigrant at the time of the interview and described difficulties in her 
attempts to find long-term employment. Sparkle desired to become a doctor or lawyer.  
 
Tisha dropped out of high school in the 11th grade. She considered returning to earn her GED but had not 
enrolled in any courses at the time of the interview. She thought about opening a bakery as a possible 
career since she had a skill set in that area. Tisha had short term work experiences as a cashier at several 
retail stores and supermarkets. To supplement her income in the past, she sold crack cocaine.  
 
Simone dropped out of school in 9
th
 grade. She had never been employed. She did not have any immediate 
plans to return to school. She would like to become a lawyer.   
 
Illia dropped out of high school in 10
th
 grade. She was living in a group home at the time and stated that she 
preferred spending her time in the park to sitting in a classroom. She had never been employed but had 
enrolled in a vocational program to pursue training as a security guard. Her future career goal was to 
become a pediatrician.  
 
Withdrawers dropped out of high school for varied reasons including residential 
instability to parental neglect to not feeling like the school environment was conducive to 
learning. None felt any connection or closeness to their school environment, Consistent with the 
National Dropout Center Prevention Network’s 2007 report, this lack of bonding with the school 
took various forms including poor attendance, little to no extracurricular activity participation, 
and poor academic performance (Hammond, Linton, Smink & Drew, 2007). As has been 
previously discussed, educational achievement is the hallmark of career identity development for 
adolescent girls. Yet few respondents in this category had any work experience or future career 




stated that she did not complete high school because her family could no longer afford the cost of 
her tuition at Saint Vincent; however, her behavioral problems appear to have also contributed to 
her non-completion. She stated that she “used to cause a lot of fights” in high school with girls 
who thought they were “high and mighty”: 
 
If someone get on my damn nerves. You gonna get what coming to you… I’ll bust 
you … Just don’t think I ain’t gonna bust yo’ ass because I’m a girl. Try to play with me 
I’ll bust your ass…They used to feel they all that. They used to feel they were women. 
And I used to just cut them down to size, tell them how it is. They weren’t trying to 
persuade me to do anything but … they be all that and try to think they high and almighty.  
 
Shanita displayed this aggressive behavior throughout the interview. In part, she 
developed this aggressive behavior to feel closer to a brother thirteen years her senior: “because 
I’m a girl. I used to do everything to fit in with my brother. I knew all his tools, everything. 
Acted like a tomboy, everything.” When she was in her junior year of high school (roughly 16 
years old) Shanita’s mom moved her to an aunt’s home in Brooklyn because “she just wanted a 
better life for me.” Her mom returned to her home country in the Caribbean while Shanita stayed 
with her aunt; she was initially excited about her new living arrangements, but things quickly 
changed:  
I mean they [mother] thought this would be better, thought that she [aunt] would have 
treated me like one of her own and that – I don’t know…I mean I thought it’ll be a better 
life, she would treat me as her own and … You know, I didn’t feel bad. I felt excited. A 
new experience, a new life. But then it became a nightmare. She always got something to 
say, she always argue and she always this and – couldn’t go nowhere. It was just like – 
freaking controlling.  
 
Not living with biological parents has been described as a risk factor for dropping out of 
high school, as has high family mobility and immigration status (Rumberger, 1995; Hammond, 
C., Linton, D., Smink, J., & Drew, S. 2007). In Shanita’s case, as the relationship between her 
and her aunt grew progressively worse, she became further isolated from her family. When living 




return to school because she needed to work to support herself. The only work she could find 
was as a cashier; her options were limited due to her undocumented immigration status: “Well 
without a social or a green card I can’t really find nothing better right now.” Though she would 
like to earn a GED, she did not see it as an option for her: “Yeah I liked school. I want to go back 
to school here but right now everything is just up, down, I don’t know how to put it. Everything 
is just in a mess.” Shanita stated that in the past she wanted to become an accountant or lawyer, 
but post-diagnosis her vocational goal was “whatever”: 
No. Like I say, I’m taking everything one step at a time. Whatever comes, whatever 
happens, all I can do is take it one step at a time. I can’t jump ahead of God as I would 
say. So whatever is in my future I will take it one step at a time and believe that it will be 
good. I can’t jump the gun too fast.  
 
Shanita’s HIV-diagnosis, her undocumented status, and isolation from her family thwarted the 
development of her Vocational Identity.  
Another Withdrawer, Sparkle (R#208), emigrated from Trinidad to the United States with 
her mother and sister when she was 11 years old. Subsequently, she had difficulty transitioning 
to her new school and new country:  
My country’s always hot, my family is down there, I have friends down there, I used to 
play netball, I used to play cricket, football – and then she just brought me up here and 
my life has changed. I don’t like America. It’s cold. And I don’t like to be cold.  
 
Sparkle presented her leisure activities with peers as the main reason that living in the 
United States was difficult. Making new friends was initially a challenge but one that she quickly 
overcame. Feelings about living her in new country improved as she became close with girls who 
lived in her neighborhood. Prior to becoming HIV-positive, she and her friends did what she 
describes as “kid stuff” for fun:  
Go to water parks, go to the park, go hang out…you know … slumber parties. A whole 
bunch of us spend the night at one house on a Friday and on Saturday somebody else’s 





Sparkle reflected fondly on this time because she felt that she had a comparatively closer 
relationship with her sister and mother before her diagnosis: “It was fine. It was okay until I 
found out about that [HIV]…” Prior to diagnosis there was little monitoring of her behavior by 
her mother or her older sister: “I had my freedom. Never had a curfew. My mother, she never 
used to tell us … stuff like that. I just had my freedom.” Sparkle used her free time to hang out 
with her boyfriend. Her mother did not take issue with this choice until Sparkle came home 
pregnant when she was in junior high school. Sparkle’s mother was extremely angry, striking her 
several times in the stomach in an effort to end the pregnancy. Sparkle wanted to keep the child 
but did not for fear that her mother had hurt the child in her womb. Sparkle had an abortion at 
age 14; her mother was pleased:  
…she beat me and she hit me in my stomach and I started to spot so the doctor told me 
that if I do make the baby he will come out deformed because my mother hit me in my 
stomach. I couldn’t keep the baby…I guess she was happy. She said I’m 14 and I’m 
bringing a child in this world, that’s embarrassing her. She said I was embarrassing her. 
She was happy that I was having a abortion. 
 
Sparkle ended the relationship with her junior high school boyfriend whose baby she had carried 
when she met a much older man. Beginning at the age of 15, Sparkle maintained a five-year 
relationship with a then 45-year-old calypso singer who had 23 children fathered with 13 
different women. She characterized their relationship as a kind of “father-daughter 
relationship….because he’s older than me … that’s the kind of relationship we have…” Sparkle 
likely pursed this father-daughter relationship to compensate for the lack of parental monitoring, 
care, or nurturing from her mother. This much older boyfriend was also the source of her HIV 
infection. Sparkle had not revealed her status to any of her family members or friends. That 
Sparkle had “no one” who she felt comfortable enough to share her diagnosis with is but one 




Sparkle; her narrative is peppered with before and after experiences which indicated how 
different her life was after learning her status. Living with HIV forced her to be in her own 
“different world.” She described herself as a “normal kid” before her diagnosis; after, she was 
not:  
Before I found out I was infected I used to act my age. I always had friends around my 
age group, used to have fun, doing the water rides and stuff like that. I was in school…I 
was just a normal kid before I found out that I was HIV-positive. It was going fine. You 
know, I didn’t have to hide then from nobody, didn’t have to hide nothing from my 
mother and my sister. It’s like I’m in a different world from them. And then through my 
status it’s like – I can’t really talk to them because if you tell them something the whole 
world knows, so I’m like in a world by myself. I’m in a private world and then a different 
world from … so I don’t really talk to them like that. If they ask me a question I’ll answer 
them. If they need something, if I have money, I’ll give it to them but I don’t really talk 
to them like that. 
 
The relationship between Sparkle and her mother grew progressively worse after her 
diagnosis when they began constantly arguing, mostly about money. Moreover, she did not 
disclose her HIV status to her mother. Psychologically, Sparkle felt a growing pressure from her 
mother to drop out of high school so that she could make a financial contribution to the 
household: “My mother was like I’m getting older and stuff like that. And she never used to give 
me money and stuff so I dropped out of school and I went to work.” The decision to drop out of 
high school was not an easy one for her because Sparkle says she “liked school” and “was doing 
well.” But as the following quote indicates, the burden of living with HIV played a role in her 
decision to drop out once she became depressed: “It [HIV] didn’t affect my grades. Like I said, 
nobody didn’t know about it so nobody teased me about it, it was just me – I’m looking at 
everybody and I’m like … kind of hurt…” Sparkle used the word “hurt” to describe how she felt 
post-diagnosis several times throughout the interview. She withdrew from all of her meaningful 
relationships, including peers, family and school. When Sparkle dropped out of school she had 




the only jobs I get is off the books – - and with those jobs they can fire you when they want 
to...was working in a religious store and …worked there for three weeks and he just fired me.” 
Sparkle had worked several jobs, including one as a clothing store cashier and the other as a 
waitress; but at the time of the interview she had not been employed for several months. Sparkle 
dropped out of school to work, but she still had aspirations to complete high school. She enrolled 
in a GED night school program but stopped attending classes within months because she was 
“too tired after working all day.” She attributed her fatigue to her HIV status. Further, Sparkle no 
longer saw any value in working; she attributed this change in perspective to her HIV status as 
well:  
After I found out I had HIV, to me life was just like a – I lived for today. I didn’t care 
what went on, I didn’t care what they do, you know? I just lived today for today. I lost 
that part of my confidence, like hey I’m gonna die anyway so living from day to day, 
that’s all I started to think.  
 
Sparkle’s HIV status significantly impacted her perspective on her future educational and 
vocational pursuits, as indicated by her loss of self-worth. She would like to return to school for 
her GED “eventually” so that she could become a doctor or lawyer. Yet she “never really thought 
about” options in a concrete way since her diagnosis. Sparkle’s HIV-status proved to be a major 
disruption to her career identity development. She stated that her future career path was 
determined by her status because the career she chose must “fit” with her illness: 
Whichever one my status was fit to be that’s what I was gonna - well I don’t know if they 
have doctors that have HIV, I’m not sure, but I was thinking since I was HIV-positive 
they might not want to accept me as being a doctor, with my status. A lawyer, though – 
they don’t really care about your status when you’re a lawyer.   
 
Sparkle saw no value in tangibly planning career options for the future since she could not be 
certain that she would “wake up tomorrow”:  




affect because I’m dead. But if I get up the next morning and say okay I’m gonna start 
school today, fine, I’ll go. If I get up the next morning I’ll go. You know? I live today for 
today. I don’t make plans. I don’t make plans at all. 
 
At the time of the interview, Sparkle was not in school or working; neither was she exploring any 
educational or vocational options.  
Not all of the Withdrawers who emigrated from other countries were undocumented; yet, 
many of the immigrants in the sample faced significant challenges upon their arrival. After being 
removed from her mother’s home by the New York City Family Court system, Illia (R#410) was 
placed in a group home where she could not concentrate. Because she felt betrayed by her family, 
Illia stated that when she was in school she “wasn’t really focused.” Like several other 
Withdrawers, Illia also got into several physical confrontations in school. She stated that the 
thing she liked least about her life in high school was “the fact that I was always fighting”. Illia 
developed a reputation for being a bully:  
I had a couple of friends on the campus… It was mostly like the guys that liked me. They 
was like oh nigger you pretty, you got big titties, you got a fat butt and all that. But their 
girlfriends hated me. So people used to want to fight me. I’d get into fights and then all of 
a sudden some people wanted to stay away because they were scared, they didn’t want to 
get beat up … say the wrong thing. And then there’d be some people that wanted to be 
my friend due to the fact that I was a fighter. If they’d get into trouble they’d come 
running to me…   
 
Illia attributed her poor school performance to her relationship with her mother, stating 
that she was “reckless” because she was abandoned. The Person In Need of Supervision (PINS) 
report was the catalyst for Illia entering the group home system; once she was there things fared 
even worse with people becoming too afraid of her to be around her:  
Because it was a time when everybody felt I had anger management issues, like I have – 
my temper is real short. Like I just spaz out … it’s like they used to be scared, they used 
to be cautious like what they said around me – they didn’t even want to be around me 





Illia’s behavior did not improve while in the group home “it wasn’t never bad. I guess I was just 
bad. Because like they had their rules. I never liked their rules so I always broke the rules.” She 
was especially aggravated by the rules around the campus school: 
The first place I was at, we had a school on the campus. So it was like you go to school, 
everybody gotta come back to the cottage together, then we gotta sit there and have a den 
meeting, one person go around and ask how was your day, how are you doing, do you 
have any issues and concerns – that used to piss me off. Like … certain staff.. I just used 
to curse them out every day.  
 
Illia was “really angry inside” all the time; her anger only grew when she tested positive for HIV 
at age 17. She could no longer pay attention in the classroom. One day she became so enraged 
that she broke another student’s nose and was kicked out of school: “And then after that 
[diagnosis] it’s like I was so angry that I had a fight with one of the girls and wound up breaking 
her nose, so they had to transfer me out here to a group home on 143rd.” This fight is indicative 
of her growing anger post-diagnosis. She dropped out of school after the fight and had not 
returned to school since that time.  
Illia would like to be a pediatrician. When asked whether she has done any background 
work on what kind of education this might involve she responded, “Yeah mostly science.” Illia’s 
career aspirations could be described as “fantasy” (Ginzberg. 1972). As Ginzberg (1972) 
explained, typically by the time a young person has reached Illia’s age they have begun to 
critically consider a career choice—training required, opportunities that exist for employment in 
this line of work, and their own interest and abilities. Considering that Illia had only tentative 
plans to enter a GED program (“I don’t know yet. I have to go there and see what do they have”), 
becoming a pediatrician is unrealistic. Illia had also never been employed and had not received 
any job training. Further, she was not critically exploring requirements to achieve her goals 




Tisha (R#101) also attributed her poor grades and poor attendance to fighting in school, 
which she explained she did because she “didn’t feel like anyone was there” for her at home. Her 
parents separated when she was eight years old. Tisha eventually assumed responsibility for 
taking care of her mother who was living with pancreatic cancer. Their relationship was strained 
by her mother feeling like Tisha was not helpful enough. Tisha didn’t feel close to anyone in her 
family; she felt that no one was there for her. This extreme isolation and lack of care or nurturing 
caused her to join a gang at the age of eleven. Tisha liked the gang because “I was in love with 
the life. I liked the fame, the attention.” She attended school every day but would often leave 
after first period:  
I came every day. Don’t get me wrong. I came in for attendance every day. I was in 
school every day. I just left after a period. I can’t take – I don’t know, I get anxiety, the 
walls start closing in, I just don’t want to be there. I’m a funny person. I can’t explain 
myself.  
 
Tisha attributed her anxiety to the angry, fighting image people had about her:  
 
Before, it was always oh, Tisha – or it wasn’t even [Tisha], it was always China this, 
China that – you know, if it was problems – I always had a image I had to live up to. Like 
everybody thought I was this big bad China and I was fat, not humongous like that but I 
was fat enough, so it was always like oh I’m gonna get China, this big, bad China, and 
deep down inside I wasn’t like what everybody thought I was, I was just a humble person, 
you know, that got a lot of problems, but I always had this image … 
 
Being viewed as a “big bad” fighting machine was inconsistent with how Tisha saw herself. This 
contrast in perspective caused an overwhelming pressure for Tisha in tenth grade. She tried to 
ignore it but could not escape:  
…when I was a Blood…everybody knew well hey there goes [Tisha]… it’s always that 
stereotype, right there, it’s always there, following you to everywhere, never goes away. 
So I wanted to like kind of run away from it. It’s no other way to put it, sugarcoat it, I just 
wanted to run away … it wasn’t the life for me …  
 
Tisha left school in 10
th
 grade with the intention of transferring to a GED program in another part 




until an error in her paperwork rendered her ineligible to take the test. Tisha was working at a 
supermarket and living with her then-boyfriend: 
I stayed in class a month, a month and a half … and they give you another exam. Just like 
the pre-exam for what do you call it, the SAT’s and stuff like that … then I took it and 
went to … High School in downtown Brooklyn and took the GED after they screwed up 
my paperwork. And while I was waiting I was working at a supermarket and I started – 
what did I do? After I was working at the supermarket I met this boy. I moved in with 
him. Then I don’t know what happened, it’s like I just did nothing. I wasted my life. 
 
Tisha did not return to take the GED. She regretted dropping out of school and said in hindsight, 
the gangs were to blame: “a lot of people knew who I was and… a lot of people get you in 
trouble-- and I didn’t realize that until now. Back then … if I would’ve realized that I wouldn’t 
have been hanging around with the wrong crowd and getting into trouble with the gangs.” She 
began working as a cashier for a short time after dropping out but quit when she and her 
boyfriend began selling drugs. She was eventually arrested with her physically abusive boyfriend 
for selling to an undercover police officer. This boyfriend is the person she believes infected her 
with HIV. After Tisha tested positive, she was proud of herself for following up with her medical 
care; she wished she would have done the same with her academic life. Despite her HIV status, 
Tisha felt hopeful about life and her vocational possibilities. She discussed HIV as a catalyst for 
her to achieve the vocational goals that she set prior to her diagnosis: 
Just made me more eager to…like I always wanted to be a teacher, since I was little. It’s 
like I took a break from school all those years. If I actually was in school I probably, you 
know, wouldn’t be going through this now. So now instead of procrastinating more it’s 
making me realize that time is short – get up and do it now because you’re not gonna be 
able to do it …later. So it just made me more eager to do all the things that I’ve always 
said I wanted to do. 
 
Tisha believed that dropping out of school was one of the reasons that she was HIV-
positive; returning to school to develop a career was a way to address some of her negative 




…three years later here I am, just trying to get it together. And I heard [Local College], 
they give you … a certain amount of credits so I’m looking into trying to get into that in 
September… Gotta go to school for four years for basic and then another eight – another 
four … eight if you want to go for … principals, guidance counselors, special education, 
gotta take special education classes. Yeah I did my research. 
 
Tisha’s awareness of the steps required to become a teacher, along with the background research 
she had done on the web and in person (“you gotta come in person type of school” and “I went 
yesterday to….make a appointment to take the pre-entry exam…”), indicates slightly more 
exploration than was seen in other Withdrawer cases. In addition to her exploration of a teaching 
career, Tisha also had a passion and a talent for baking, and considered opening her own dessert 
business. Owning her own cake business appears to be a more realistic aspiration since it does 
not require formal education like a teaching career  her boyfriend disagreed:  
But he [boyfriend] was like having a degree is kind of better because you know you’ll be 
recognized in upscale restaurants and not just the hood restaurants as he was saying, you 
know those soul food places. And you know he had a valid point. After my uncle’s 
funeral everybody was chasing me, hunting me down for the cheesecake. So I’ve been 
kind of thinking about it. 
 
Tisha’s boyfriend had been extremely supportive of her educational/vocational goals. Tisha 
considered two very different careers-- teaching (connected to her interests in education and 
children) and owning her own dessert business (connected to her passion and skills in baking). 
That both careers are connected to a skill set and a passion that she possessed signaled that Tisha 
was engaging in a level of exploration not seen in many in this group. However, Tisha had not 
actually engaged in any action as a result of her explorations, thus supporting her categorization 
as a Withdrawer.  
 
Withdrawers Conclusion 
In light of their illness, most Withdrawers demonstrated apathy towards their career goals. 




they would live to see a future. Many battled with depression, low self-esteem, and feelings of 
low self-worth resulting in extreme isolation. Characteristics of the family, including limited 
financial resources, residential instability, not living with a biological parent, and emotional 
and/or physical neglect or abuse; combined with personal characteristics like physically 
aggressive behavior, limited prioritization of formal schooling, and formation of close bonds 
with high-risk peer groups to make the development of a Vocational Identity among 
Withdrawers extremely problematic.  
Respondents in the Withdrawers category frequently described mothers who chose 
boyfriends over raising them and who did not take their charges of sexual abuse seriously. Many 
spent a considerable amount of time alone in their homes responsible for raising themselves. 
With limited parental supervision, regulation, or monitoring, Withdrawers were left to their own 
devices to manage the uncharted terrain of adolescence. One result of the lack of regulation, 
supervision or guidance from parents or guardians was that Withdrawers felt a lack of control 
over themselves. They had no parents or institutions to lovingly guide or “control” them, so they 
went “out of control.” Respondents rarely reported feeling “in control” of the circumstances in 
their lives or even of themselves. Many used words like “wild” or “reckless” to describe their 
fighting behavior during their teenage years, like Anecqua who shared a story about fighting her 
cousin on a street corner while pregnant.  
Of note is that none of these reported violent outbursts took place as a response to danger. 
In other words, Withdrawers did not indicate that they were fighting for reasons of self-defense. 
Instead, these physical displays became ways to establish important parameters of their identities. 
Fighting was something Withdrawers seemed to pride themselves on being very good at, and it 




(the body) to assert their identity. Ness (2004) has underscored issues of race and class as central 
to informing the instrumental value and symbolic meaning that violence holds for girls in the 
inner-city (p. 37), especially in public community spaces like schools, parks, or densely 
populated neighborhood blocks.  Physical violence served several purposes in the lives of 
Withdrawers, including being a way to cope with other stressors and in an effort to maintain 
control over situations where they felt they had no control. Emotion-focused coping responses 
such as fighting, have been described in the adolescent coping literature as maladaptive, 
dysfunctional and associated with “withdrawal, fatalistic attitudes, and avoidance of the problem” 
(Kilburn & Whitlock, 2006; p. 1). 
Fantasies about careers Withdrawers reported being interested in pursuing (e.g. 
pediatrician, lawyer) in the absence of understanding of the training necessary or steps to achieve 
these goals appear to be developmentally inappropriate. Ginzberg (1972) theorized that a belief 
that the future offers unlimited occupational choices without considering education or training 
requirements typically occurred during childhood before the age of 11. This non-normative 
vocational development appeared to be mediated by the socioeconomic conditions of 
Withdrawers, who often had no role models, institutional support from the school system, or 
training to inform the development of realistic career aspirations. 
Finally, Tisha was atypical among the Withdrawers. Although she was classified as a 
Withdrawer, she did demonstrate some exploration of vocational considerations; in many ways 
she appeared to be moving toward the Boot-Strappers category. Tisha anticipated that her 
vocational plans would soon materialize and appeared to be unhappy with her occupational 
conditions. Moreover, her narrative seemed to convey a sense of urgency about changing her 




neither identity nor typology is fixed; rather, both the process of identity development and the 
model developed by this dissertation are fluid and context-dependent. Moreover, her case sheds 
further light on the body of literature that focuses on examining identity shifts, allowing for a 
greater distinction between those who are likely to remain stagnant in their development and 
those who are likely to move forward. 
 
Type Three: The Vocational Identity of Boot-Strappers 
Boot-Strappers demonstrated perseverance and determination as well as a close connection to an 
institutional agent that facilitated the pursuit of educational and vocational opportunities. In 
several instances, these plans were developed with the assistance of staff at the HIV clinic. In 
other instances, educational pursuits were shaped by a personal desire to not recreate the 
educational mistakes of parents or guardians. Four of five participants had earned a high school 
diploma or an equivalent. Two participants in this category had some college experience. 
Participant profiles regarding educational and vocational achievements are as follows:  
 
With the help of her supportive clinic, Cherie completed her GED and was considering college 
options at the time of the interview. Her close involvement in the HIV-community through 
volunteer activities had encouraged her to consider becoming a child psychologist.  
 
Despite being moved between abusive foster homes, Octavia worked hard to complete the 
equivalent of a high school diploma. Octavia enrolled in a Virginia college and stayed with her 
aunt to reduce costs. Shortly after the semester began her aunt kicked her out of the house during 
an argument over Octavia’s mother (aunt’s biological sister) who she blamed for getting her 
hooked on drugs. 
 
June earned her GED as an alternative to a traditional diploma when she was kicked out of school 
for loitering in the lunchroom. After earning her GED, June enrolled in a local community 
college to major in Community Health. 
 
Early in her high school career Shellae was cutting school to smoke weed and hang out with 
friends, at one point staying out of classes for several weeks. She began to re-think her decisions 
and take school more seriously. With the help of guidance counselors and teachers, she found a 
renewed motivation to do well in school. She graduated from high school. Shellae was also 




school. Shellae plans to major in psychology so she can help other young people: “But I really 
want to help you know those… be more involved with my HIV people since I got it.” 
 
Yessenia dropped out of high school when she was in 10th grade because “I thought I was too mature for 
the kids who was in my grade.” She described a disruptive classroom environment that she felt she could 
no longer learn in, so she left. She was roughly 14 when she dropped out of school. She spent most of her 
time dating and hanging out with friends until the age of 17 when she decided to “get my life together.” 
Yessenia entered the Job Corps but was unable to complete the program because she was diagnosed with 
HIV during mandatory testing. She had not ever been employed. She considered going back to school for 
her GED but was not ready to do so at the time of the interview.  
 
Lakila dropped out of high school during her senior year when her mother kicked her out of the 
house thus solidifying Lakila’s feelings of isolation from her mother. She would like to return to 
school to complete her high school diploma and stated that she had enrolled in a program for the 
fall semester. She would like to become a teacher and was preparing for this career by working 
part-time at an afterschool program with elementary school children.    
 
Cherie reported that throughout high school she had more sexual partners than she felt 
comfortable sharing in the interview. She became extremely ill in the 11
th
 grade and “had to drop 
out of school because I got sick.”  She clarified that even when she got better in her senior year 
she decided not to return to school because she did not want to face the pressure from peers for 
not graduating: 
…the year I was supposed to graduate everybody graduated, so it was like I didn't want to 
stay there and let people know I didn't graduate - It's like everybody would go oh you 
didn't graduate … I just transferred. And then I did a year - no, I did less than a year in 
Brooklyn and then that's when I finally dropped out of school.  
 
Cherie took the news of her HIV-positive status quite hard and sometimes still struggled with 
trying not to feel depressed about it. She became more hopeful about her life chances when she 
increased her participation in church: “It was only after I found out my diagnosis that I started 
going to church and practicing Christianity and going to church all the time… Because if it 
wasn't for God I'd probably be dead by now because I was damn near close to it.” With the help 
and support from her adolescent clinic she had grown more comfortable with her HIV status, 
participating in speaking events to promote HIV awareness. She also returned to school to 
complete her GED. She worked with a college advisor to explore what major she should pursue 




was employed by her clinic as an outreach worker and a peer youth advocate, which she said 
contributed to her desire to pursue this career..  
Another participant, Shellae, focused on school as a way to keep her mind off her anger 
after emotional and literal abandonment by her parents. Neither her mother nor her father 
focused on raising her; their other children took priority: 
I really don’t have any relationship with my mother that much. She got other kids, so 
really her attention is on her other kids. And my father he’s… he’s around but he got 
other kids…we don’t really communicate that much so… Basically since I was living 
with my grandmother I just learned to survive on my own.  
 
Boot-Strappers like Shellae experienced what has been referred to as a “poverty of relationships” 
wherein the basic and advanced resources necessary for human development were absent 
(Kaplan 1997, p. 10). The distinguishing characteristics of Boot-Strappers, however, are 
illustrated by the last few words in Shellae’s above quote. In spite of her circumstances, Shellae 
stated that she “just learned to survive on my own” and “Do for my own.” Shellae’s family 
habitus was shaped by injecting drug using parents who abandoned her and a verbally abusive 
and alcoholic grandmother who made Shellae the target of her attacks. Shellae stated that “It was 
hard growing up in that family.” Her family members were full of “drama” and she spent most of 
her childhood and teen years “being stressed out from my grandmother and my cousins.” As was 
characteristic of the Boot-Strappers group, Shellae took an active approach to improving her life 
circumstances, which began with explorations of her Vocational Identity:  
I made it my business to get up early in the morning…like go to school…and I started 
thinking like I didn’t want to be like them, like sit around do nothing, have kids. I ain't 
want a kid that soon and all that stuff …I had people helping me.. like determined, except 
for my family. Like other people were supporting me like, “You gonna do this, you 
gonna go to school.” I ran into my counselors all the time and stuff like that….I was 
going to after school programs, anything I could get into for school. And then everything 





Shellae had key institutional agents like counselors assisting her with setting educational goals 
and keeping her pursuits on track. These non-kin agents provided verbal support and 
encouragement as well as further information about supplementary programs after school. Their 
instrumental support encouraged Shellae to display agentic assertions - she “made it her business” 
to wake up early, to attend and graduate from high school, and to avoid the consequences of 
teenage pregnancy (e.g. “I ain’t want a kid that soon”). She established these agentic assertions 
which in turn shaped an identity that used her family habitus as a model of what not to do 
(e..g“didn’t want to be like them”). Shellae made repeated references to her outsider status in her 
family and to their failure to provide guidance on her decisions: “I was like the outcast to the 
family because some of the things they wanted to do I didn’t want to do them and stuff… I didn’t 
have that many people telling me, “oh you shouldn’t do that, you don’t do that.” I had to find out 
things for my own…” As a further testament to Shellae’s agency and her associated identity 
explorations, she stated in the above quote that living in her family required that she “find out 
things for my own” or risk becoming just like them. She found strength in a developing a sense 
of self that was in opposition to her “weak” family. This opposition was a common theme in her 
narrative, as illustrated in the following quote: “I compare myself to my family because they so 
weak. They fall for anything and do anything and it’s like… for me wanting to be so different 
and so like positive.” At the time of the interview, Shellae had been accepted into a local 
community college and planned to major in psychology. She was also working as a part-time 
tutor for an after school program.  
Like Shellae, Boot-Strapper Octavia also was determined to graduate from high school. 
However, she did not have the same institutional agents supporting her in the school system. As 




When I got like – don’t even say high school – that was like – that group home was 
ridiculous. That wasn’t even school. I’m leaving junior high school, I was about to go to 
the eighth grade, I was in the seventh, and I get there I’m like what is this on the board? 
Where’s the work? We’re playing UpWords…I like that game but I didn’t want to play it 
in school, I wanted to do my work. I didn’t really get to school until I left my group home 
so I only had really one year of real school. So I didn’t learn nothing, I don’t know how I 
passed, I don’t know what I did. I would have gotten my regular diploma but I didn’t pass 
all six of my RCT’s, I passed four. Can’t pass history because I never learned history. 
Never learned history. Wow. 
 
She was awarded a special education diploma whose title she could not recall:  
 
I forgot like – IEP stands for something but I forgot what it stands for…You get it if you 
don’t pass your RCT’s because you know being in special ed– if you don’t pass you’ll get 
to take your RCT’s, so if you don’t pass them all then you get a IEP…[I was in Special 
Ed] from like the fourth grade up because I was being transferred from home to home so 
they were saying I was a problem child or whatever so they put me in foster care. I mean 
special ed. They were saying learning in math and reading…My level was real low. 
 
The IEP diploma she referred to is not recognized as equivalent to a high school diploma. 
According to the Learning Disabilities Association of New York State (2009) “a student who 
exits school with an IEP diploma is likely to be significantly limited in her post-secondary 
education opportunities, employability, and earning potential.”  Scholars have described the 
indiscriminate approach educators use in awarding such a diploma; it is often a subjective 
measure of achievement which does not represent academic ability, and it has been criticized for 
assisting young people with disabilities in “transitioning to nowhere” (Silverman, 2007) . Often 
neither the students nor the parents are aware of the limitationsof this “diploma,” though many 
students consider it a significant educational milestone (Colley & Jamison, 1998) (add to 
references). It is apparent from the above quote that Octavia was unaware of any limitations of 
her diploma and she was determined to go to college. As the following quote indicates, the 





I was moving from place to place, there was no way I could – but I was trying to get into 
school. I applied and paid the application fee and then something would happen and I 
would have to withdraw. I know how much financial aid is giving me, I just gotta get … 
the application fee. 
 
In an effort to continue her educational pursuits, Octavia contacted an aunt who lived in Virginia. 
Octavia moved to live with this aunt, her mother’s sister, though she and Octavia hadn’t seen one 
another in over fourteen years. Octavia lived with this aunt while attending college in Virginia, 
but things quickly went downhill. Her aunt blamed Octavia’s mother for her own drug use and 
constantly took it out on Octavia. Eventually Octavia’s aunt kicked her out of her home. This 
was a major blow for Octavia because she had just settled into school and had solid plans for her 
future:  
I was living with my aunt that I haven’t seen in over 14 years– terrible experience. I was 
like if you don’t trust me or you know like me or anything why’d you let me live with 
you?...Then she kicked me out expects me to be homeless in Virginia – no…I was like 
you won’t keep me stranded in Virginia. And I just took out a $14,000 loan so I could go 
to school. I made plans – I got there, got in school, was doing what I had to do and they 
gonna kick me out. I could have graduated, had my associate’s already going towards my 
master’s. God. Messed up my dream. So I don’t even speak to her no more.  
 
Octavia had no place to live when she returned to New York. She moved from family member to 
friends and finally found a stable place to live with a former foster mother. She was working as a 
security guard when one day she came home from work feeling extremely ill. She tested HIV-
positive after a visit to the emergency room. When she returned she was told she was positive. 
Octavia she felt like “jumping out of the window.” Having HIV has made Octavia “…look at life 
differently. I don’t know how long I have to live.” With the help of her HIV social work 
counselor she was accepted into a housing assistance program. Due to her HIV status, at the time 
of the interview she maintained her own apartment. This was the first time in her life when she 




And I wanted to start this year but I’m gonna start January so once I get the money I’m 
like classes start in January so bam. I don’t even care if I have a job. I’m going to school. 
That’s the only thing that was stopping me. But I don’t care. I’m gonna do it. I’m only 
getting older; I’m not getting younger. If I want to have a career and have my house built, 
I gotta start from somewhere. 
 
HIV had not been a barrier to the development of a Vocational Identity for Octavia. If anything, 
she felt she should have accomplished more with her life: 
[HIV] didn’t affect me. I still feel the same about myself. Well, I feel that I could have 
accomplished more – I tell that to my friend but he says that he thinks I accomplished 
more than enough – not to say give up but at this point in time in age he feels that I 
accomplish more than a normal 22 year old, like not a lot of 23 year olds have their own 
apartment at the age of 21, not all of them have jobs or – not most of them went to school 
or things like that. But I want to go to school, I want to graduate. You know, I want to 
open up a big account and know I have money in there. I don’t want to be late on a 
payment of a bill. 
 
In the above quote, Octavia compared herself to her counterparts (“a normal 22 year old”).  
Despite feeling that she has surpassed her peers in some ways, she is determined to achieve more. 
Octavia had been accepted to a four-year college in her neighborhood and was scheduled to 
begin classes the following semester with a major in computer science.  
One participant, Yessenia, was characterized as a Withdrawer along HIV Identity 
dimension, but appeared to demonstrate characteristics of a Boot-Strapper along Vocational 
Identity considerations. Assuming adult responsibilities very early on made the school 
environment seem juvenile in comparison for Yessenia (R#106). She was responsible for 
cleaning up her mother’s wounds and bruises after her father beat her. In addition, because of her 
mother’s drug use Yessenia was also primarily responsible for maintaining her household with 
activities like cooking and cleaning. When her mother left her father she felt a sense of freedom 
and started cutting school: 
When I was young, my father used to always beat my mother. So – and after he beat her I 
had to clean her up, so that’s how it was. And I always had to take care of the house when 
she was beat up or high or whatever I had to do the cooking or cleaning or whatever. So 




my father, she separated. Now that I knew she was all right, she was in her big nice house, 
had a pool, everything, I was gone. I was gone all the time. All the time. And it was easy 
for me… I was living in the apartment in Manhattan by myself with my other girlfriend I 
went to school with, elementary school with, and we had everybody there –So when my 
mother got there I was gone. I was just out all the time and I started running away 
because I started meeting guys with their own apartments and cars and stuff. 
 
Yessenia lived virtually on her own for two years. When her mother did move back in 
with her, Yessenia “stayed gone,” spending several nights at a time away from home with much 
older men. Since she felt completely independent at that time, Yessenia felt superior to her 
schoolmates who were immature. She preferred to work as a cashier instead of go to school:   
…they slow because in school for me I thought I was too mature for the kids who was in 
my grade. They be throwing paper and I’m you know trying to do my work and stuff like 
that just to get it over with and get out, but they was you know interrupting and then I got 
to do the same – I’d already learned one thing and we doing the same thing the next week 
– I didn’t like that. I finished ninth grade and got into tenth and then I just stopped going 
to school. I was working, you know.  
 
During the years after she dropped out of school, Yessenia worked intermittently but was much 
more focused on her active social life. Dating and going to nightclubs were her priority: 
I was rebelling. You know? So I was just out there talking to guys, staying with guys. 
Stayed with this guy for a couple of months, or a couple of days, and moving onto the 
next guy, you know, like that…. Went out to clubs, was with guys a lot. We be teaming 
them up…double dating a lot, having them taking us out. Smoking [weed]…talking , 
stuff like that. That was basically it.  
 
She worried about very little during this time in her life, stating: “I wasn’t even having a 
relationship with my family then. I was just worrying about how I’m gonna get my next outfit, 
how I’m getting in the club, and that was it, how I’m getting my next bag of smoke, that’s what 
it was.” Eventually, the partying life lost its appeal and Yessenia felt a need to grow up and “get 
my life together.” Her first endeavor was to examine her vocational options in a critical manner. 
Yessenia was accepted to the Job Corps and was filled with excitement about the possibilities 
that this training program could provide. Job Corps has a mandatory HIV-testing policy for 




things and leave immediately. Yessenia returned home with no place to live since her mother 
was in jail for selling HIV medications. Yessenia had no stable place to live after being kicked 
out of the Job Corps. What she liked least about her life before her infection was: “That I didn’t 
finish high school, that I didn’t finish school, and that I didn’t do what I said I was gonna do…in 
a way I blame the Job Corps because they [messed] my head up. You know, saying it was no 
discrimination but they did discriminate. I wasn’t even sick. That had me bugging out.” Since 
that time, Yessenia had taken GED courses and had completed almost all of her requirements 
(“all I need to take is my math over. I passed the rest of the tests”). Her final requirement, a math 
exam, was scheduled. She had been working for over a year as a peer educator through the 
adolescent clinic where she received services and wanted to become an HIV counselor once she 
completed her GED. Yessenia was also considering becoming a hair stylist since she had worked 
previously in several salons.. Her near completion of her GED, her work experience, and 
tentative commitments to a vocational path (“I’m more iffy right now. I don’t know what I want 
to do, really”) suggested that Yessenia was both critically considering career choices as well as 
actively pursuing her desires; as such she was categorized as a Boot-Strapper along the 
Vocational/ Educational Identity dimension. 
 
Boot-Strappers Conclusion  
Boot-Strappers demonstrated thoughtful consideration of their educational and career 
goals. The assistance of institutional agents like social work counselors in the HIV clinic and 
guidance in the school environment helped facilitate the development of a Vocational Identity 
among Boot-Strappers. Many had set realistic aspirations about the kind of career they would 




their goals. In contrast to Withdrawers, Boot-Strappers tended to have a series of employment 
experiences as well. For most, these employment experiences were related to the desired career 
path. For example one participant was working as a peer advocate and desired to become a child 
psychologist, while another was an after school tutor who also wanted to be a psychologist. Like 
Withdrawers, Boot-Strappers had family characteristics defined by limited financial resources, 
residential instability, and lack of socio-emotional resources. However, these characteristics did 
not thwart the development of the Boot-Strappers’ Vocational Identity.  
Table 5.1 provides a condensed example of experiences that both Boot-Strappers and 
Withdrawers had in common to illustrate their different responses to circumstances.  
Table 5.1 Condensed Example of Common Setbacks and Responses 
Taken by Boot-Strapper and Withdrawer 
 
Experience: Withdrawer Response:  BootStrapper  Response: 
  
Participant #410  
Age: 19  
Time since diagnosis: 2 years 
 
 
Participant #210  
Age: 23  
Time since diagnosis: 2 years 
 
Participant abandoned by 
family 
R#410 raised in multiple group homes between 
the ages of 11 and 18; described feeling angry, 
betrayed, and unloved  
R#210 raised in multiple foster homes 
between the ages of 2 and 18; described 
feeling like despite the abuse and neglect 
that God has a larger plan and purpose for 
her life 
 
Participant not bonded to 
school environment 
R#410 did not like the school so she cursed at 
staff and fought classmates; dropped out in the 
10th grade  
R#210 did not like the school because 
students were playing board games in the 
classroom; despite being told she was a 
“problem child” she worked hard and 
completed a diploma.  
 
Participant diagnosed with 
HIV 
R#410 avoided thinking about her HIV status; 
continued relationship with partner who 
infected her 
R#210 “looked at life differently”; and felt 
that she had to accomplish goals because of 
her status 
 
Educational Exploration and 
Actions 
Stated that she might soon be starting a 
vocational program, but she did not know what 
kind of training she wanted to pursue 
 
After earning her high school diploma was 
accepted to college in Virginia and 
reconnected with an aunt there to reduce 
cost of living while pursuing her degree 
  
Employment Experience R#410 did not state that she had ever been 
employed  
R#210 has been employed as a security 
guard and a cashier  
 
Career Desires R#410 stated that she would like to become a 
pediatrician  
R#210 said she would like to graduate from 






Career Actions R#410 did not state that she had taken any steps 
toward becoming a pediatrician 
R#210 stated that she had been accepted to 
local community college as a computer 
science major 
 
The table highlights the importance of both personal characteristics, like effective coping 
strategies in response to external stressors; as well as strong, supportive adults to facilitate Boot-
Strappers’ ability to overcome their early life challenges and successfully negotiate identity 
development (Bernier, Larose & Soucy, 2005). When the Boot-Strapper characteristics of 
detachment were demonstrated and when their families displayed negative influences, these 
young women developed social ties outside the family (e.g. verbal affirmations and rewards from 
extra-familial activities) (Rutter, 1999). This strategy is consistent with Werner and Smith’s 
(1982) longitudinal study of resilient individuals from high-risk backgrounds who often felt a 
need to detach themselves from their family units (e.g. parents).  One conclusion that may be 
drawn from this is that Boot-Strappers, although low-status, appeared to be well-equipped to take 
advantage of opportunities that were offered to them by institutions. As stated by the participant 
who received help from school counselors: “I was going to after school programs, anything I 
could get into for school.” Once engaged by institutional agents, Boot-Strappers appeared to 
maximize their participation in activities and utilize available educational and vocational 
resources.  
 
Type Four: The Vocational Identity of Suspenders 
As described in the previous chapter, Suspenders had been recently diagnosed and were 
in the process of establishing an HIV Identity. However, an analysis of their interviews indicated 
that they were similar to Immersers along the dimensions of the Vocational Identity. Suspender 




Anjelica’s mother had tense feelings about her leaving to go away to college. She had been pre-
accepted to a University in Southern California and Anjelica was excited about attending. She 
was a high school student at the time of the interview and described herself as a good student; she 
earned high grades and participated in a myriad of student activities. 
Josie graduated from high school just a few months prior to the interview and was examining 
options for her career’s next steps. She considered a career in forensic science but worried about 
being able to afford college tuition. She contemplated pursuing a career as a cosmetologist to 
supplement her income when she entered college.  
Suspenders did not have parents or guardians that closely regulated their behavior throughout 
their academic careers. For example, Josie was close to her father growing up since he was the 
one who helped with homework: “Me and my father… We’re more alike than anything….We 
just click as far as you know the daughter and father relationship…My father he stayed home, 
helped me with homework and stuff like that.” When Josie’s parents divorced during her senior 
year, it caused a major disruption in her academic life. She moved in with her mother, and as a 
result their relationship and her school performance grew worse: 
I started going to a new school ‘cause I’m I was supposed to graduate but I didn’t…I was 
going to [HIGH SCHOOL] in Queens and I decided to transfer since, you know, I was 
living in Harlem now. So I went to [HIGH SCHOOL], not knowing that [HIGH 
SCHOOL] was the bad school…When I was there I didn’t make any friends or anything 
like that. I didn’t really… I chilled pretty often with my friends like… I just don’t know. I 
was just mean for some reason.  I had like a chip over my shoulder for some reason at 
that time so… I don’t know. I think it was like kind of the stress of a new life, you know, 
turning a new leaf and trying to get out of school and um, you know, trying to get my 
diploma…  
 
Josie described her school as a “bad school” based on the fighting that often occurred and 
teachers who did not seem to care. This assessment of her school contributed to her not feeling 
bonded to her academic environment; but the lack of a peer network and boyfriend allowed her 
to focus on getting good grades: 
I did pretty good. Got A’s and B’s in that school…In that school I was the most focused. 
I’ve never been so focused in school until I went to HIGH SCHOOL and that was only 
because, I feel, that was because I was determined just not to make any friends and to 
have no distractions whatsoever, and plus I didn’t have a boyfriend. So I was just good. I 





Like members of the Immmers group, Josie graduated from high school on time and began 
working as a telemarketer after high school. She tested positive six months prior to the interview 
and had since become reclusive; she described spending much more time alone than she would 
have liked. She viewed this as a somewhat of a “good thing,” however, since HIV had given her 
the opportunity to explore more aspects of her self-identity, particularly related to her confidence 
in her ability to accomplish her life goals. As she explained in the following quote, before she 
learned she was positive her focus was on helping other people (e.g. friends) solve their 
problems. With the help of counseling staff at her clinic, Josie was able to focus more on herself 
and what made her happy:  
…you know, the fact that before I was HIV-positive, nobody really specified, or I didn’t 
have to speak to, you know, counselors or whatever that, you know, gave me that advice 
to be more focused on myself.  ‘Cause like I told you I was always more focused on other 
people and like what other people was…. doing or whatever.  I didn’t really have much 
of an um… much confidence in what I can accomplish and more confidence...but now I 
have the feeling like… I have the feel that I need to be more focused on myself and, you 
know, having confidence in what I can accomplish… 
 
The counseling sessions were useful for building up Josie’s confidence, but they were not a 
panacea. She realized that much of the work on accepting her illness must come from within 
herself. Overall, before making any further career decisions, Josie was “trying to get a better 
understanding on how to just live my life and do what’s best for me.” She had a desire to 
return to school and was exploring bachelor’s degree programs in forensic science. She was not 
in school or working at the time of the interview: “I spend more time alone, even more than I 
want to because I’m not working and I’m not in school.  I spend a lot of time… I think it’s good 
though…Yeah. For right now…’Cause I need time to get to know myself better.” Josie’s 
utilization of the term “for right now” supports the interpretation that she viewed her break from 




path. As she explained in the above quote, career identity explorations were suspended until she 
“get to know myself better,” thus illustrating the importance of a core self for career identity 
development.   
The other Suspender, Anjelica, was a good student who was still in high school at the 
time of the interview. She earned good grades and participated in student activities during the 
time before her diagnosis: “I was a straight B student and everything. And I was sitting there, I 
was trying to get more like activity clubs after school because I was on student committee – I 
was trying to do like a lot of things with my school…” Her participation in extracurricular 
activities at school declined after she tested positive at her school based health center (SBHC) 
three months prior to the interview. Her diagnosis had a major impact on how she saw herself; 
her narrative was extremely self-critical and full of doubt. She experienced difficulty 
concentrating in school because of her diagnosis:  
because it feels like it's made me in a sense kind of depressed and I really don't want to be 
in school – and before I used to love being in school but since I found out that I was 
positive while I was at the clinic … I don't really want to be there too much anymore. So 
I think that kind of ruined my whole like you know scholar experience. 
 
Anjelica characterized how she felt about being HIV-positive in school as “depressed.”  Her 
depression had affected her grades, but also her sense of self ,since she “feels like the way I was 
before is a totally different person from who I am now.” This new self was evident in how she 
interacted with her peers and in school:  
Like I still do random stuff… but it's not as much as it used to be where I would just 
come out of the blue and just start dancing and it would be no music and my friends 
would just look at me like okay she's crazy and then jump in with me. Now it's like my 
friends start dancing and I'm looking at them like you guys are crazy and I'll do a little 
jiggle and sit back down, but it wasn't like when we would just come out of nowhere and 
just run up and down the hall screaming for no reason, or chase after each other, or jump 
on each other's backs or like slide down the poles on the staircase. Now it's just like I 
don't feel like I can do those things anymore because I'm not the same person anymore. I 




different about me that wasn't there before, so it's like since I have this new baggage 
attached to me it feels like I have to pay more attention to that and make sure everything 
is okay with that baggage first before I can make sure everything is okay with me –  
 
Anjelica viewed her HIV-status as “baggage,” a heavy nearly unbearable load that inhibited her 
precocious nature and consumed her mind (e.g. “pay more attention to that”). Anjelica described 
this “baggage” as something she contended with daily. She could not return to her previous self 
or form a new sense of self until she reconciled this issue:  
But I'm still working on how to come to an agreement with myself where I can sit there 
and still have fun and still be the way I was before but at the same time keep this in the 
back of my mind and know that I'm positive and know that there's going to be certain 
risks but at the same time I can still be the same person I was before. 
 
Anjelica was in the process of developing “an agreement” with herself, a process that she 
described as “rocky.” She had sought reassurance from her HIV doctor about her career goals: “I 
was thinking that maybe I wouldn't be able to actually go through all my goals but after talking 
to the doctor he was like you should be fine, there's no problem, your goals are safe, there's 
nothing to worry about.” However, Anjelica was not convinced. Instead, her focus was to 
“remember how it was when I wasn't positive.”   
 
Suspenders Conclusion 
The sense of self of those in the Suspender category was assaulted by the HIV diagnosis. 
As Suspenders struggled to redefine who they were, the development of other dimensions of 
their identity were put on hold. Participants in this category questioned their ability to complete 
career goals in light of their diagnosis. Yet, as has been noted, both Suspenders had been 
diagnosed with HIV for less than six months. Their narratives indicated that they had put identity 
practices only hold only temporarily. Importantly, as Lightfoot and Healy (1997) have proposed, 




authors suggest that counseling psychologists engage young people like those categorized as 
Suspenders in identifying and undertaking educational career activities as both an engagement 
strategy and as an approach to building hope for the future (p. 488). This kind of career planning 













Chapter 6| Conclusions & Implications 
Erik Erikson (1974) defined personal identity as the set of goals and values an individual 
shows to the world; identity develops at the intersection of self and context.  To Erikson, identity 
is made up of both personal and the social influences. Though the identity development process 
is most pronounced during adolescence, Erikson considered identity development to be a lifelong 
process. He chronicled these views stating:  “…identity is never ‘established’ as an 
‘achievement’, as something static or unchanged” it is a “…forever to-be-revised sense of reality 
of the Self within a social reality” (Erikson, 1968 p. 24; 211). Though Erikson emphasized the 
importance of social context to one’s developing sense of self, a vast majority of identity 
scholarship has empirically examined identity using measures like James Marcia’s (1966) 
identity status paradigm, focusing solely on psychological aspects of identity development. 
Recent scholarship has called for approaches that examine identity development in social context 
in order to bring identity theory closer to the multidimensionality that Erikson envisioned (Cote 
& Schwartz, 2002; Cote´ & Levine, 2002; Schwartz, 2001).  
Accordingly, this dissertation examined identity development in a sample of female 
adolescents and young adults living with HIV in New York City by integrating theoretical 
perspectives from multiple disciplines: sociology, psychology, and social psychology. This 
multidisciplinary approach expands our understanding of identity development by applying a 
conceptual framework connecting the intrapersonal dimensions of identity (e.g. exploration) with 
macro-level influences on identity development (e.g. habitus) (Cote & Schwartz, 2002). The first 
part of the investigation examined the role of the family environment in influencing identity 
development. Participant discussions of the socioeconomic and socio-emotional features of the 




HIV engaged in identity explorations. The second part examined the ways in which participants 
engaged in identity practices after receiving an HIV diagnosis. A considerable body of research 
exploring the impact of a chronic illness on adolescent identity development has shown negative 
effects on developmental issues during adolescence (Buchbinder et al., 2005; Sayer et al., 1995; 
Gavaghan & Roach, 1987). However, most of these studies have examined personal identity with 
little to no attention to the structural factors that shape these identity practices. Moreover, the 
issues surrounding the development of an HIV Identity among adolescents have been neglected 
by researchers (for exceptions see: Hosek, Harper, & Robinson, 2002; Harper, Fernandez, Bruce, 
Hosek, & Jacobs, 2011; Carter, 2005). The emergent typology and iterative data analysis process 
utilized in this dissertation revealed the personal and structural influences on the development of 
an HIV Identity among this group of respondents. For example, trust and rapport in institutional 
relationships with medical and psychological service providers, as well as familial availability of 
socio-emotional resources after respondents disclosed their status, influenced the extent to which 
HIV identity practices were shaped by and embedded within social structures. The third part of 
this study established that like HIV Identity, personal and structural processes inclined 
participants toward specific strategies, actions, and interpretations in the development of a 
Vocational Identity.  
 Four distinct identity types emerged from this analysis: 
 Immersers (n=8): participants benefitted from belonging to families where 
socioeconomic and socio-emotional resources were sufficient; they were fully 
engaged in the identity development process; along HIV Identity dimensions 
Immersers maintained their physical health and collaboratively established 




Identity dimensions Immersers set clear and realistic educational goals and 
pursued them vigorously.   
 Withdrawers (n=11): participants suffered because they lived with families where 
socioeconomic and socio-emotional resources were scarce; they were 
characterized by avoidance and apathy toward identity markers; along HIV 
Identity dimensions they continued negative health behaviors, and most were 
socially isolated from the medical clinic; along Vocational Identity dimensions 
Withdrawers avoided setting or pursuing educational or career goals. 
 Boot-Strappers (n=5): participants belonged to families where socio-emotional 
resources and, to a lesser extent, socioeconomic resources were scarce; with the 
help of institutional agents participants utilized detachment as an adaptive coping 
strategy; along HIV Identity dimensions Boot-Strappers were actively engaged in 
their HIV care and had emotionally close and supportive relationships with 
medical and social service providers; along Vocational Identity dimensions, Boot-
Strappers set educational and career goals after a time of thoughtful consideration 
of their skills. 
 Suspenders (n=2): participants belonged to families with sufficient socioeconomic 
resources, but emotional distance between these participants and their parents 
grew as normative developmental peer attachment increased; along HIV Identity 
dimensions participants were newly diagnosed (less than six months) and were 
thoughtfully considering the meaning of HIV in their lives; they had not been 
fully engaged in the HIV Identity development process as they reorganized their 




Identity dimensions, Suspenders put educational and career goal setting on hold as 
they contended with their illness. 
 
These emergent types expand on current conceptualizations in identity theory by 
highlighting the ideas about “…the style of one’s individuality, and that this style coincides with 
the sameness and continuity of one’s meaning for significant others in the immediate community” 
(Erikson 1968). This dissertation’s findings make a contribution to the literature aimed at moving 
the pendulum in identity theory back toward Erikson’s postulations. Each identity type depicted 
a distinct approach to identity development based on available resources, thus highlighting the 
importance of considering structural features in identity development. The findings of this study 
suggest that social factors have previously been underestimated as contributors to identity 
development. Moreover, as was seen among some of the identity types, social factors also 
created barriers to identity development. This chapter provides further discussion with reference 
to the relevant literature, significance of the findings, and study conclusions.  
 
Family Habitus as the Developmental Context for Adolescent Identity  
There are significant distinctions in how families from different socioeconomic 
backgrounds use their resources and thereby provide different developmental contexts for 
children and adolescents (Tomanovic, 2004). These differences were evident in the narratives of 
young women in this study. According to participants’ descriptions, family habitus was grounded 
in socioeconomic and socio-emotional resources and was an important component of the young 
women’s identity development. Families were in this study were diverse; connected and 




described their families as a reference group tied to their self-concept. The family environment - 
especially the participant’s relationship with her mother - provided a lens through which 
participants viewed themselves, which in turn contributed to their identity development. For 
example, although many participants reported close emotional bonds with other family members 
(e.g. aunts, fathers, siblings), the quality of care, love, and trust received from their relationship 
with their mother appeared to play a central role in the tendency toward identity explorations 
across all identity types. 
These findings corroborate and extend the literature on the importance of family 
processes and maternal relationships in adolescent identity development. Few studies have 
examined adolescent identity development among minority adolescents.  The few that do focus 
mostly on ethnic identity (Phinney & Rosenthal, 1992). For example, at the time of this writing, 
only two studies were found that addressed identity statuses for African Americans (Forbes & 
Ashton, 1998; Watson & Protinsky, 1991) Both studies found evidence for the relationship 
between maternal attachment, lack of exploration, and high commitment (e.g. Marcia’s 
foreclosure status). In contrast, no participants in the current study demonstrated characteristics 
of foreclosure. This important finding should be interpreted in light of the exploratory nature of 
the investigation and the small sample size from which it draws. However, it does provide a 
useful clue for examining identity practices among youth of color living with HIV.  
One reason this study may not have identified participants demonstrating characteristics 
of foreclosure (e.g. commitment in the absence of exploration) supports the literature that 
suggests that the identity status paradigm does not fully reflect Erikson’s theoretical assertions 
(Cote & Levine, 1988). The construct of commitment has been increasingly critiqued for being 




have proposed alternative developmental theories, such as that of “emerging adulthood,” that 
suggest that identity commitments do not occur until much later in life, if at all (Arnett, 2000). 
Another reason respondents may not have demonstrated “commitments in the absence of 
exploration” is due to the contemporary nature of this investigation. For example, Cote and 
Levine (1988) have argued that contemporary investigations of identity development must 
expressly consider the conditions of late modernity, an era in which market-oriented policies and 
consumption-based lifestyles replace community-oriented policies and production-based 
lifestyles (Furlong & Cartmel, 1997) a major consequence of these modern conditions is that 
identity issues once addressed with collective solutions are increasingly left to individuals to 
resolve on their own (Beck, 1992). Larrain (2000) has also written extensively on these issues of 
identity development in contemporary society, arguing that in late modern societies the 
importance of commitment to personal identity has been eroded by accelerated globalization. In 
previous historical moments when societies were more stable, identity was, to a large extent, 
assigned, rather than selected (Howard, 2000). In late modernity however, it has become 
necessary for people to undertake the process of identity development and individualization as a 
part of their transition to adulthood (Cote, 2002). In the current study, it appeared that family 
habitus had a strong influence on the distribution and use of family resources and thus structured 
the explorations and range of possibilities participants saw as achievable. As a result, those 
young women who lived in family environments that encouraged exploration were able to make 
“commitments” to the development of their personal identities. Respondents discussed 
characteristics of the family that contributed to or constrained their identity development, such as 




This finding is consistent with scholarship describing the labyrinthine developmental 
pathways available to young people with resources living in late-modernity. Contemporary youth 
must organize their own paths through life and are increasingly left to their own resources to do 
so; depending on the resources at the young person’s disposal, this lack of outside influence can 
be “tremendously liberating or terrifically burdensome” (Cote, 2002). As Bynner (1998) has 
noted, through a process of continuous reflexivity, the individual must adapt her identity to 
match changing circumstances in what increasingly is a “navigation” through life rather than a 
transition. The amount of adaptivity this process requires further underscores the critical role of 
context in identity development (Evans & Furlong, 1996; Cote, 1996; Goosens & Phinney, 1996). 
Future identity investigations should move away from a focus on “commitments” and consider 
the appropriateness of alternative constructs that more fully reflect modern considerations. 
Young people who integrate their illness into their identity tend to do so in the context of 
community and social forces that place meaning on being HIV positive so did respondents in this 
study. HIV is a stigmatizing illness, and for many participants the awareness of this stigma 
affected the extent to which they integrated their HIV status into a cohesive sense of self. For all 
participants, the HIV diagnosis was a biographical disruption. Similar to what has been seen 
among young patients diagnosed with cancer, in this study, HIV diagnosis challenged young 
people’s assumptions about their bodies, selves, and the social world in which they live (Bury, 
1982). During the first few months after diagnosis, many respondents, regardless of identity type, 
suffered from extreme sadness or depression, despair, and isolation. For many, initial thoughts 
about their illness revolved around their own mortality; many felt like their life was over and that 
they were going to die some time in the immediate future. The length of time for mortality 




Family habitus appeared to shape how participants reorganized their biographies to begin or 
continue identity work after the diagnosis in three principal areas: self-esteem and self-worth, 
disclosure of HIV serostatus, and utilization of resources in the adolescent clinic.  
While much of the HIV literature emphasizes the therapeutic effect of HIV disclosure, 
the actual relationship between HIV disclosure and psychological or physical indicators (e.g. 
satisfaction with social support or mental health) is not clear from current scholarship (Petrak, 
Doyle, Smith, Skinner, & Hedge 2001). The findings from this study suggest that patterns of 
disclosure varied greatly in the sample and did not universally facilitate access to social support 
among respondents who disclosed. For some participants, disclosure was an affirming 
experience that boosted the esteem and confidence of the young person to manage their illness. 
For others, disclosure was met with apathy, indifference, or even rejection, which reinforced the 
isolation many participants felt from family members. Disclosure, when met with social support, 
facilitated identity development in the sample.  
HIV Identity development was also facilitated when the young women engaged with 
social networks containing agents of influence. As might be expected, participants who had close 
relationships with their mothers and fathers were better equipped to handle the challenges 
associated with their diagnosis. These findings lend further support for the prominent attachment 
theory which has outlined the critical role of early attachment experiences, specifically, “…a 
stable emotional relationship with at least one parent or other reference person” (Garbarino, 1992, 
p.103). A strong attachment with a caring adult has been observed as an important ingredient to 
healthy adolescent development (Roth & Brooks-Gunn, 2000). Consistently, Immersers and 
Boot-Strappers had a strong network of adults who were able to provide emotional support, love, 




Immersers relied on familial agents of influence who provided environments that were 
resource-rich in emotional capital; the abundance of confidence, security, and love they felt from 
adults in their lives created dispositions of trust and a reliance on relief.  That is, the habitus of 
Immersers was revealed in dispositions oriented towards requesting assistance during times of 
distress with the expectation of consistent, stable adults who responded to their needs. Immersers 
could rely on relief from parents as was demonstrated throughout their narratives when 
characterizing small and large events ranging from help with homework to financial support in 
moving to a new country. The importance of the habitus is further revealed in Immersers’ ability 
to engage in a continuous cycle of problem solving and decision-making. This cycle was 
illustrated in their navigation of the adolescent clinic where they engaged in four typical problem 
solving steps: 1) mutually determining their needs; 2) determining the agent in their network best 
equipped to meet that need; 3) requesting the assistance of that agent, and 4) subsequently having 
the need met.  
On the other hand, Boot-Strappers relied on institutional agents of influence - primarily 
psychosocial counselors - who provided emotional and moral support and information. Boot-
Strappers relied on these agents of influence when discussing specific challenges related to their 
illness management. Moreover, Boot-Strappers utilized psychosocial counselors as sounding 
boards, confidantes with whom they could test out their ideas and opinions as a means for 
evaluating the worth and utility of those ideas and opinions.  These findings further underscore 
the ways in which social support networks may mediate the impact of a stressful event on mental 
health (Vaux, 1988). Stanton-Salazar (2011) has outlined the two leading areas of interest in the 
research on social support: 1) how people’s routine interactions with those in their personal 




conditions people mobilize their social ties as a coping strategy (p. 207). Of particular relevance 
to the current discussion is the second line of inquiry wherein researchers have examined the 
contextual factors that preclude individuals from mobilizing resources in their network and from 
seeking help. Several investigators have prioritized this area of research because they consider it 
key to our understanding factors which, under one set of conditions, promote resilience among 
minority adolescents, while under different conditions lead them to engage in high-risk coping 
responses (Stanton-Salazar, 1997; Valenzuela, 1997; Nelson-Le Gall, 1985). Future identity 
investigations should examine the role of social capital in adolescent identity development (e.g. 
“identity capital model”). 
Consistent with the literature presented in the introductory chapters of this dissertation, 
lack of a stable home compromised community ties and has long been associated with multiple 
sexual partners and low rates of marriage or stable partner relationships (Aidala & Sumartojo, 
2007; Browning & Olinger-Wilson, 2003; Castel, 2000). Incorporating “housing interventions as 
a critical element of HIV health care” has been outlined as a policy imperative from the National 
Housing and HIV/AIDS Research Summit Series (2009), a policy imperative that this 
dissertation’s findings support from prevention, treatment intervention, and identity developent 
points of view.  
 
Implications for Future  Study 
Current HIV prevention research efforts focus on the risk that exposes individuals to 
infection, yet as this study has shown, of equal importance is the social context within which 
these behavioral norms are formed and enacted. This study has identified several critical 




study has lent critical support for the consideration of the role of family relationships in 
adolescent identity development. Few theoretical and empirical investigations have focused on 
this dynamics of how  familial relationships influence adolescent identity development. Ideally, 
identity development in families would take place in the context of a loving, nurturing family 
where adult males support and protect the young woman as she develops (Kelly, 2000). However, 
as Kelly (2000) has noted, for many African American adolescent girls, learning how to interact 
with males is often filled with the pain of absence or trauma (p. 173). Like respondents in the 
Withdrawers category of this dissertation, from an early age many young minority adolescents 
encounter physical, sexual, and emotional violence and abuse from African American men who 
are their fathers, stepfathers, brothers, and mothers’ boyfriends (Greene, 1990; Wyatt, 1990). 
Feminist researchers Gilligan (1993) and Miller (1987) have offered “female relationships” as an 
alternative paradigm for understanding the construction of identity among women and girls. As 
Gilligan (1993) noted, “since masculinity is defined through separation while femininity is often 
defined by intimacy through attachment, male gender identity is threatened by intimacy while 
female gender identity is threatened by separation. Thus males tend to have difficulty with 
relationships, while females tend to have problems with individuation (p. 8).” Future 
investigations could further examine the mother-daughter relationship to clarify the integral role 
of the matriarch in the development of a stable sense of identity among young women of color, 
particularly as the trend towards the number of female-headed households continues to increase 
(Allen, 1995).  
Several studies have developed innovative HIV risk reduction interventions that involved 
mothers in reducing HIV risk for African American adolescents (DiIorio, Resnicow, McCarty, 




Mizuno, Hoffman, Baume, & Strand, 2000; Stanton, Cole, Galbraith, Xiaoming, Pendleton, 
Cottrel, et al., 2004) . Results however have not been consistently promising related to 
adolescent girls’ initiation of sexual intercourse (DiIorio et al., 2006), self-efficacy for abstinence 
(DiIorio et al., 2006), or sexual activity (Wu et al., 2003). One promising intervention strategy 
engages mothers as the primary health educators of their daughters. The Mother/Daughter HIV 
Risk Reduction intervention (MDRR) recognizes that “mothers can be powerful allies in the 
battle against HIV” (Dancy, 2007). MDRR is an innovative community-based approach that 
trains low income African American inner city mothers to teach their daughters HIV risk 
reduction knowledge and skills (Dancy, Crittenden, & Talashek, 2006). The intervention is 
designed to engage mothers to serve as their daughters’ primary HIV educators with the intention 
of decreasing daughters’ reports of sexual intercourse (Dancy Drittenden, Freels, Talashes, 
Breitmayer, Zoi, & Bowman, 2004). Regression analyses indicated that this intervention strategy 
decreased the likelihood of reported sexual intercourse; and increased sex risk protection, HIV 
transmission knowledge, and intention to refuse sex (p. 305). These findings support mothers as 
effective HIV educators and could fulfill a secondary goal of contributing to the emotional 
capital of female-headed households.   
The negative effects of a fathers’ absence in the lives of their daughters have been 
examined. These effects include substance abuse, self-abuse, depression, and decreased feelings 
of security (Sanders, 2008; Coma, 2000; Barras, 2000; Griffin, 1998). The father loss discussed 
primarily by Withdrawers suggests that engaging fathers as active participants in their daughter’s 
lives could be an important a risk reduction strategy. For instance, many of the young women in 
this dissertation attributed their promiscuity to their father’s absence. According to the Center for 




Researchers have developed very detailed theories and measures of mothering, and 
therefore, we know much about the effects of mothers on child well-being. By contrast, 
only a few taxonomies exist to suggest how fathers affect child well-being, few studies 
have measured the hypothesized constructs, and fewer still have measured these 
constructs for non-residents fathers. As a result, research on the effects of father behavior 
on child well-being lags far behind.  
 
A second area in need of future investigation identified by the current study is a 
promising intervention that could provide a model for engaging non-resident fathers in the lives 
of their daughters: “Father and Sons: Enhancing Adolescent Health Behaviors though 
Strengthening Father and Son Relationships.” This program, based in Flint, Michigan, targets 
African American fathers and their 8-12 year old sons who are not living in the same home 
(Caldwell, Wright, Zimmerman, Walsemann, Williams, & Isichei, 2004). This innovative 
program was based on a conceptual model that incorporated the theories of reasoned action; four 
components of social cognitive theory; models of social networks and social support; race-
related socialization; and racial identity as a concept of the self-system among African 
Americans (Caldwell, Rafferty, Reischl, De Loney, & Brooks 2010) . Sample topics of the 15-
session curriculum relevant to this study include: Health Enhancement Strategies, General 
Communication, Family Functioning, Parenting Behaviors and Relationships, Communication 
about Risky Behaviors, and Culture and Health (Fathers and Sons Replication Project Data Sheet, 
2009). A recent report in the American Journal of Community Psychology indicated that the 
intervention was promising for enhancing parental monitoring, communication about sex, 
intentions to communicate, race-related socialization practices, and parenting skills satisfaction 
among fathers (Caldwell et al., 2010). Sons also reported benefits in the form of more monitoring 
by their fathers, improved communication about sex, and increased intentions to avoid violence 
(p. 17). This promising intervention suggests that nonresident African American fathers were 




that engage fathers in the lives of their daughters may be equally promising for future 
investigations of identity-related processes among adolescents.  
A third area in need of future investigation identified by the current study is the integral 
role of the adolescent HIV clinic in meeting the diverse, complex, and competing needs of young 
women from backgrounds lacking in socioeconomic and socio-emotional resources. Several 
participants relied on the myriad of ancillary services provided by their clinics to supplement 
their existing support networks. Several noted their close emotional bonds with psychosocial 
counselors, and many others compared the care and efficiency they experienced in the clinic to a 
high-functioning family unit. Moreover, participants revealed that the age-specific nature of the 
support groups was instrumental to their attendance and the benefits they reaped from such group 
meetings. For example, several felt that sharing their stories in the adolescent support group 
could help another young person avoid making some of the same mistakes that they made. 
Guidance from peers and professionals in the clinic was especially important for young women 
from low-functioning family environments. The adolescent HIV clinic, with its developmentally 
and age appropriate psychosocial services, played a critical role in the lives of young women, 
particularly related to the accumulation of social capital. Future intervention research efforts 
must focus on strengthening social capital of young people living with HIV. Possible examples 
of increasing social capital informed by this dissertation include increasing young women’s 
meaningful involvement in volunteer, advocacy, and research efforts related to eliminating the 
burden of HIV among youth. Efforts like these would enable young people to feel empowered to 
influence the social and policy environments that affect their lives and health. 
A fourth area for future investigation uncovered by this dissertation emphasizes the 




empowerment principles. Community Based Participatory Research (CBPR) is an innovative 
strategy that could facilitate the Vocational Identity development of HIV-positive young women. 
Minkler and Wallerstein (2003) have written extensively on the topic of CBPR: “a collaborative 
approach to research that equitably involves all partners in the research process and recognizes 
the unique strengths that each brings. CBPR begins with a research topic of importance to the 
community with the aim of combining knowledge and action for social change.” The benefits 
HIV-positive youth accrue from participating in the research process can facilitate their career 
thinking and advance their educational opportunities through the building of new social networks 
with connected and informed institutional agents; facilitating the development of new, 
marketable, and transferable skills; as well as improving “the research itself” (Flicker, 2008). For 
example, in one CBPR project with 27 HIV-positive youth, participants described engaging with 
those in positions of authority who “actually listened” as empowering, productive, resulting in 
their feeling socially respected and, in several instances, helping their self-esteem (p. 76).  
Several youth reported that participation in the research project helped them “stay clean” and 
find housing, with one respondent stating that the project made him feel “useful again.” 
Importantly, young people were not the only beneficiaries of this process. Reported benefits of 
the research process included the development of better research questions, improved 
recruitment, and better data collection and analysis (p. 75). Further, academics characterized the 
HIV field as highly politicized and found that partnering with organizations through the CBPR 
process allowed them to gain entrée into new territories in a sensitive and mutually-respectful 
manner. The Positive Youth Project described above provides an exemplary model for utilizing 
future research as a potentially empowering force for building the capacity of young people to 




A fifth and final recommendation emerging from this study focuses on the importance of 
integrating qualitative methods into research projects with young people of color. While no 
method should be deemed superior a priori, qualitative inquiry within a CBPR framework is 
ideal for investigations of the experiences of young people living with HIV. A hallmark of 
contemporary qualitative research is the deep, personal involvement of the researcher; qualitative 
investigations are laden with emotion, close to the people, and practical (Cresswell, 1998). As 
several African American scholars have noted, telling ourselves our own stories—interpreting 
the nature of our world to ourselves, asking and answering epistemological and ontological 
questions in our own voices and on our own terms—has been responsible as much as any single 
factor for the survival of African-Americans and their culture (Gates, 1989; Ladson-Billings, 
1992, p.378). Qualitative research methods that  incorporate community-based participatory 
research or participatory action research principles may assist in improving the social processes 
of research among young people. Investigators can work to overcome hierarchical, patriarchal 
and “expert driven” scientific practices by placing   equal value on community processes and 
knowledge, thus restoring, strengthening, and preserving the complex identity development 
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